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OVERALL OBJECTIVE
To produce a  portfolio w hich explores w ays of u n d ers tan d in g  an d  
responding  to the  difficulties th a t bring children  an d  the ir fam ilies to child 
m en tal hea lth  services and  is concerned w ith issu es  of m axim izing service 
up take .
CLINICAL DOSSIER 
Aims:
♦ to dem onstra te  professional com petence
♦ to reflect on clinical practice 
Proposed conten t:
A sum m ary  of my professional practice since qualification will be provided.
One clinical innovation will be reported  in detail: th e  in troduction  and  
ru n n in g  of a  cognitive-behavioural group for prim ary  school children, 
referred w ith issu es  of aggression and  poor peer rela tionsh ips. D espite th e  
fact th a t the  research  lite ra tu re  suggests th a t  cognitive behavioural g roups 
prom ote pro-social behaviour in  children (Target & Fonagy, 1996), few su c h  
g roups have been  estab lished  in the  context of child m ental hea lth  services. 
In reporting the  p rocess of estab lish ing  su ch  a  group in a  tier th ree  o u t­
p a tien t child m en tal hea lth  service, the  following issu e s  will be d iscussed : 
how to ad ap t existing cognitive-behavioural group techn iques to m eet th e  
specific needs of children referred to a  tier th ree  service, how to ad d ress  the  
difficulties facing a ttem p ts  to se t up  groups of th is  so rt in child m ental
h ealth  services, how to evaluate  the  group a n d  how to in te rp re t th e  outcom e 
of the  group.
A cadem ic dossier  
Aims:
♦ To enhance  m y knowledge of a reas  of clinical psychology w hich  are  
relevant to m y c u rre n t clinical concerns.
♦ To improve m y skills in  the  critical evaluation  of the  rela tionsh ip  betw een 
theo iy  an d  practice.
♦ To develop ideas for fu tu re  clinical practice  an d  service delivery.
Proposed con ten t:
Two 4 ,500 word reviews will be produced  on the  following topics:
L iterature review of resea rch  into the  organic b a ses  and  trea tm en t op tions 
for A ttention Deficit and  Hvneractivitv D isorder in children
Increasing  n u m b ers  of ch ildren  are  being d iagnosed a s  having A ttention 
Deficit an d  Hyperactivity D isorder (ADHD) in  B rita in  (Taylor, 1994). This h a s  
led to debate  am ongst m en ta l h ea lth  professionals a s  to w h a t th is  d iagnosis 
implies, w h a t is th e  m ost appropria te  way to tre a t ch ildren  w ith  th is  
diagnosis an d  w hy the  d iagnosis is cu rren tly  so popular. The dom inan t 
viewpoint is th a t  ADHD is an  organic d isorder th a t  is b est trea ted  w ith 
m edication an d  th a t  the  increasing  popularity  of the  d iagnosis is a  reflection 
of advances in u n d e rs tan d in g  an d  trea ting  th e  d iso rder (cf F u rm an , 1996). In 
o rder to a sse ss  the  b ases  for th is  view, a  review of resea rch  p ub lished  since 
1990 into the  possible organic origins of ADHD, an d  in to  the  relative 
effectiveness of cu rre n t trea tm en t approaches, will be u n d ertak en .
Alternative exp lanations for the  popularity  of the  d iagnosis will be d iscussed . 
Clinical issu e s  raised  by the  lite ra tu re  will be explored.
T.iterature review of factors affecting drop o u t from trea tm en t in child m en tal 
health  services
Up to 60%  of all referrals to child m en tal health  services drop o u t of 
trea tm en t - th a t  is, they fail to a tten d  trea tm en t sessions th a t  a re  offered to 
them  and  do n o t re tu rn  to trea tm en t (Kazdin, 1996). This is th o u g h t to have 
a  detrim ental effect on the  efficient allocation of resources and  possibly on 
therapeu tic  outcom e (Kazdin, M azurick 8s Segal, 1994). The m ethodological 
an d  conceptual challenges facing a ttem p ts  to investigate th is  topic will be 
explored. The m ain findings of resea rch  carried  o u t since 1980 will be 
outlined. S tud ies th a t  look a t possible clinical initiatives to reduce  drop ou t 
ra te s  will be reviewed. The im plications in  te rm s of fu tu re  research  a n d  
clinical p ractice will be raised .
R esearch D ossier
Aim:
♦ To increase  research  com petence
R esearch project 1: Facto rs influencing th e  referral of 3 year old a n d  10 
year oM children to child m en tal h ea lth  services.
O rig in a l ly  subm itted  to th e  B ritish  Psychological Society D iplom a in  Clinical 
Psychology. Included here  a s  p e r the  regu la tions for the  degree of PsychD.
R esearch project 2: An investigation of fam ilies an d  th e ir system ic 
th e ra p is ts ’ u se  of a ttrib u tio n s  of blam e an d  exoneration in rela tion  to the  
p resen ting  problem
R esearch supervisor- Clare Twigger Ross.
Background and relevan ce
Family therapy  textbooks frequently  refer to the  necessity  for th e ra p is ts  to be 
sensitive to issu e s  of blam e in  th e ir w ork w ith  ch ild ren  an d  th e ir fam ilies 
(B urnham , 1986; T reacher & C arpenter, 1993). It is th o u g h t th a t  p a re n ts  
characteristically  come to therapy  blam ing the  referred child for the  
difficulties, an d  th a t  high levels of blam e of the  child by th e ir p a re n ts  m ay 
con tribu te  to poor th erap eu tic  outcom e (Frude, 1991). It is th is  blam ing 
a ttrib u tio n a l stance  th a t  the  th e ra p is t is u rged  to challenge, by offering 
alternative explanations of the  difficulties th a t  do no t blam e anyone (S tra tton  
P reston-Shoot & H anks, 1990). However, family th e ra p is ts  have been 
criticized for shifting th e  b lam e for the  difficulties from  th e  child onto the  
pa ren ts , in  p a rticu la r th e  m o ther (Goldner, 1985; T reacher & C arpenter, 
1993). It is suggested  th a t  any  blam e by th e  th e ra p is t of th e  p a re n ts  for the  
difficulties, m ay con tribu te  to a n  increased  risk  of th a t  family dropping o u t 
of therapy  (Frude, 1991).
D espite the  perceived cen trality  of blam e in  family therapy , few s tu d ies  have 
sa u g h t to investigate how blam e a n se s  in a  th e rap eu tic  context, an d  none 
se t o u t to explore its  im pact on drop o u t ra tes . Those s tu d ies  th a t  do exist 
have n o t u sed  operational definitions of b lam e th a t  take  in to  accoun t th e  
a ttrib u tio n a l d im ensions identified in  the  social psychology lite ra tu re  a s  
relevant to ju d g em en ts  of blam e, namely*, “in tem ality”, in tentionality”, 
“controllability” an d  “universality” .
This research  project will develop operational definitions of blam e, a n d  of 
exoneration, based  on these  four a ttrib u tio n a l d im ensions, th a t  can  be u se d  
to code cau sa l a ttr ib u tio n s  abou t the  p resen ting  problem  a s  they  arise  in  
na tu ra lly  occurring  conversations in child m en ta l h ea lth  services. These will 
be u sed  to investigate the  p a tte rn s  of b lam ing a n d  exonerating  a ttr ib u tio n s  
ab o u t th e  p resen ting  problem  m ade by family m em bers and  th e  th e ra p is ts  
they  see, an d  to explore the  rela tionsh ip  betw een these  p a tte rn s  of b lam e 
an d  exoneration a n d  drop ou t from therapy.
M ethodology:
Two stud ies  will be u n d ertak en .
In study  one, a  m ultiple case design will be employed. The operational 
definitions developed will be u sed  to code cau sa l a ttrib u tio n s  ab o u t the  
p resen ting  problem  m ade by a  sam ple of ten  fam ilies an d  the ir therap is ts .
The p a tte rn s  of a ttrib u tio n s  of blam e an d  exoneration ab o u t the  p resen ting  
problem , m ade by family m em bers an d  the  th e ra p is ts  they  see, will be 
investigated an d  the  possible rela tionsh ip  betw een these  a ttrib u tio n s and  
drop ou t from therapy  explored.
In study  two, a  single case  design will be used . The operational definitions of 
blam e an d  exoneration will be u sed  to code a ttrib u tio n s  of blam e an d  
exoneration in one th erap eu tic  encounter. The re su lts  of th is  coding will be 
com pared w ith the  re su lts  of a  conversation analysis of th a t  therapeu tic  
encoun ter, in  order to determ ine how far the  coded a ttrib u tio n s  can  be tak en  
a s  represen tative  of p a rtic ip an ts’ constructions of blam e and  exoneration 
w ithin th a t  encounter.
Data co llection :
E thical perm ission  will be applied for.
S tudy  one: The p re-session  m eeting, the  first tw enty m in u tes  of the  session  
an d  the  in tervention a t the  end of the  session  will be v ideotaped for ten  
cases. All cau sa l a ttrib u tio n s abou t the  p resen ting  problem  will be identified 
an d  transcribed .
C onsent will be sough t from each of the  partic ipa ting  fam ilies an d  th e rap is ts .
s tu d y  two: The pre-session  m eeting betw een th e ra p is ts  an d  the  first m eeting 
betw een the  th e ra p is ts  an d  th a t  family will be video-taped. These 
conversations will be tran sc rib ed  in full.
C onsen t will be sough t from the  partic ipa ting  family a n d  th erap is ts .
Data analysis:
In study  one, family m em bers’ an d  th e ra p is ts ’ p a tte rn s  of a ttrib u tio n s  will be 
analysed  in term s of the  percentage of a ttr ib u tio n s  ab o u t the  p resen ting  
problem  they  m ake th a t  a re  coded a s  “blam ing” or “exonerating”. The 
possible rela tionsh ip  betw een levels of blam e a n d  drop o u t will be explored 
using  M ulti-dim ensional Scalogram  A nalysis (MSA).
In s tu d y  two, th e  re su lts  of the  conversation analysis, in  w hich p a rtic ip an t’s 
im plicit construction  of blam e an d  exoneration will be identified in te rm s of 
the  verbal devices of “repetition”, “d iscounting” an d  “verbal p h ras ing” (B uttny 
& Je n se n , 1995), will be com pared w ith the  re su lts  of coding cau sa l 
a ttrib u tio n s  ab o u t the  p resen ting  problem  u sin g  the  operational definitions 
of blam e an d  exoneration developed. By th is  m eans, it will be determ ined 
how far the  coded a ttrib u tio n s  m ade by a  speaker could be tak en  a s  
reflecting th a t  indiv idual’s construction  of blam e an d  exoneration by o ther 
m ean s in th a t  conversation.
Type o f  help  required:
♦ regu lar supervision.
♦ Advice on appropria te  u se  of MSA.
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CLINICAL DOSSIER
i
Professional p ractice since qualification
Em ploym ent deta ils
1991 - p resen t: Clinical Psychologist (currently  two sessions a  week),
Child an d  Fam ily C onsu ltation  Centre, 1 W olverton G ardens, London W6.
1996 - p resen t: Independen t Psychologist (one session  per week),
St. P au l’s G irls’ School, Brook G reen, London W6.
Clinical w ork
M y dirdcal w ork a t Wolverton G ardens ha s comprised the follow ing elem ents:
• family w ork u sing  bo th  system ic ideas a n d  cognitive-behavioural 
techn iques
• individual w ork w ith bo th  children  an d  p a re n ts
• group w ork w ith  children
• consu lta tions a ro u n d  specific cases  to p rofessionals su ch  a s  teach e rs , 
G .P.s an d  h ea lth  v isitors
• clinical supervision  of tra inee  clinical psychologists, qualified 
psychologists an d  o ther tra in ees in th e  dep artm en t
• u n d ertak in g  service developm ents, su ch  a s  estab lish ing  an  o u treach  
service to provide tem porary  su p p o rt to p rim ary  h ea lth  care  p rofessionals, 
to cover a  shortfall in  clinical psychology provision in the  com m unity  
(1997-1998)
M y w ork a t St. PauVs Girls’ School involves
• seeing pup ils on a  confidential, drop in  b asis
• providing consu lta tions to staff a ro u n d  specific issu es
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Audit
I  have ta ken  a lead role in co-ordinatng a num ber o f  audit projects, including:
• developing outcom e criteria  (1991-1992) w hich are now routinely  u sed  
across Riverside M ental H ealth T rust
• telephone follow up  of c lien ts seen  by ou r service (1995-1996)
• au d it of ch ildren  w ith ADHD in the  caseloads of clinical psychologists in 
the  North T ham es H ealth Region (1996-1997)
Teaching
Recent teaching I  have undertaken  includes the following:
• Child behaviour problem s (to m edical s tu d e n ts  a t W estm inster an d  
Im perial Medical School, 1995, 1997)
• Family therapy  (to psychology u n d e rg rad u a te s  a t University of 
H ertfordshire, 1995; m edical s tu d e n ts  a t W estm inster an d  Im perial
Medical School, 1998)
• E nuresis , encopresis an d  sleep problem s (to clinical psychology tra in ees  a t  
University of E ast London, 1996, 1997)
• Lifespan developm ent (to clinical psychology tra inees a t U niversity College 
London, 1997)
• Cognitive-behavioural group w ork w ith prim ary  school ch ildren  (to child 
m en tal h ea lth  w orkers in Riverside M ental H ealth  T rust, 1997)
I  convened the follow ing d a y  conferences organised by  the North Tham es 
Special Interest Group - children and  young people:
• W orking w ith difference (1995)
• T herapeutic  narra tives (1996)
• Children and  divorce (1997)
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M em bership of professional bodies
• A ssociation for Child Psychology an d  Psychiatry
• B ritish  Psychological Society
• Special In te rest G roup for Clinical Psychologists w orking w ith  C hildren 
an d  Young People
• Young M inds
Com m ittee m em bership .
I  sit on the follow ing committees:
• North T ham es Special In terest G roup for clinical psychologists w orking 
w ith ch ildren  an d  young people (chair, 1995-1997).
• R esearch sub-com m ittee for the  Royal Holloway D octorate in  Clinical 
Psychology.
Post-qualification tra in ing
I  have ta ken  part in  p o s t qualification training courses o ffered by  R iverside  
Mental H ealth  Trust, including:
• in troduction  to group psycho therapy  (1991)
• in troduction  to family th erap y  (1992)
• child protection tra in ing  (1995)
• tra in ing  in  going to co u rt (1996)
R ecent one d a y  external training even ts I  have a ttended  include:
• W orking w ith  refugees (N. T ham es S.I.G.- ch ild ren  an d  young  people 1995)
• Prom oting paren ting  (National S.I.G - ch ild ren  an d  young people 1996)
• Prejudice in  family th erap y  (M arlborough Fam ily C entre 1996)
• U sing qualitative resea rch  m ethods (Surrey University 1996)
• W orking w ith ADHD (National S.I.G - ch ildren  a n d  young people 1996)
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Setting UP an d  ru n n in g  a  conflict reso lu tion  group for p rim ary  school 
aged children  in  a  tier th ree  child m en ta l hea lth  service ^
Cognitive-behavioural group w ork w ith p rim ary  school aged children  
w ithin  child m en tal h ea lth  services is a n  under-developed area.
R eports of cognitive-behavioural group w ork w ith children  have tended  
to focus on  w ork w ith non-clinic popu lations, w here they  have been  
found to be effective in increasing  pro-social behaviour (Target & 
Fonagy, 1996). W hat resea rch  there  is on clinical sam ples suggest 
th a t  children p resen ting  to child m en tal h ea lth  services w ith problem s 
of aggression an d  poor social skills m ay benefit from cognitive 
behavioural group w ork (Kazdin, B ass, Siegel, & Thom as, 1989; 
Kendall, 1993). There is a  suggestion th a t  prim acy school aged 
children  w ith these  so rts  of problem s m ay particu larly  benefit from  a  
group approach  along these  lines (Dwivedi, 1993). Yet the  clinical 
experience is of the  extrem e difficulty of estab lish ing  any  su ch  g roups 
in  the  h ea lth  service (McClure, 1997).
I will u se  th is  opportun ity  to reflect on th e  experience of e stab lish ing  
an d  ru n n in g  a n  anger m anagem ent group for prim ary  school aged 
children  in a  te rtia ry  level child m en tal h ea lth  service.
The setting
The group w as ru n  in  a  tier th ree  m ultid iscip linary  child m en ta l h e a lth  
team  w hich sees children w ith long-stand ing  an d  com plex difficulties 
on an  o u tp a tien t basis. The team  is m ade u p  of psych ia tris ts , 
psychologists, family th e rap is ts  an d  child p sycho therap ists . The
1 h a s  report ( Williams & Rchardson, 1995) divided child m ental health  services  
into primaiy, secondary and tertiary level out-patient services. Tertiary services are 
m ultidisciphnaiy team s that provide a  service to children with more com plex and  
long-standing problems.
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orien tation  of the  team  is m ainly system ic family therapy  an d  psycho­
dynam ic, b u t there  is a  w illingness to u se  o ther techn iques and  
m odels a s  appropria te . No group w ork h ad  been u n d e rtak en  in the  
team  for seven years. D uring th is  tim e, spasm odic a ttem p ts  h a d  been  
m ade to se t up  groups for children and  or p a ren ts , b u t none h ad  
actually  taken  place.
The p resen ting  problem
In a  team  d iscussion  abou t difficult cases th a t team  m em bers were 
cu rren tly  working w ith, a  n u m b er of clin icians reported th a t  they  were 
cu rren tly  seeing cases of p rim ary  school aged children p resen ting  w ith  
problem s of aggression tow ards th e ir peers, w hom  they  felt “s tu c k ” 
w ith. They felt th a t it w as difficult to p rogress fu rth er w ith the  fam ily 
approach  th a t  they  were curren tly  adopting  w ith these  cases.
E stablish ing  the  group
It w as agreed th a t cognitive behavioural group w ork m ight be 
advantageous w ith th is  group of children. I jo ined  w ith a  colleague (a 
recently  qualified psychologist) in tak ing  responsibility  to estab lish  
such  a  group. We determ ined th a t  a  n u m b er of issu es  needed to be 
add ressed  if such  a  group w as to be se t u p  successfully  w ith in  o u r 
service. In particu la r we needed to:
• develop a  group th a t w ould m eet the  needs of the  high levels of 
em otional an d  behavioural d is tu rb an ce  show n by the  ch ild ren  w ho
attended  ou r centre.
• identify the  reasons th a t previous g roups h ad  failed to m ateria lise  
despite clinical in terest, and  to ad d ress  each  reason  in tu rn .
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Devising a  group th a t  m et the  needs of ch ildren  w ith a  high degree of 
em otional an d  behavioural d is tu rb an ce
Given th a t m ost of the  evidence for the  efficacy of group cognitive 
behavioural w ork w ith  children  cam e from  com m unity  based  stud ies , 
it w as felt th a t we w ould need to ad ap t existing program m es to m ake 
them  su itab le  for the  type of ch ildren  seen  in  o u r service. To do th is  
the  following stra teg ies were employed;
f  Reducing the cognitive training component o f  the w ork
There are  th ree  key elem ents in  cognitive behavioural w ork w ith 
children: teach ing  problem  solving skills, m odelling desired  behav iour 
an d  using  contingency reinforcem ent. One of the  lim itations of th e  
cognitive approach  is th a t  ch ildren  w ith  problem s in  th is  a re a  m ay no t 
be functioning a t a  cognitive developm ental level th a t  w ould enable 
them  to profit from direct teach ing  of problem  solving skills 
(W asserm an, 1983). For in stance . Cam p (1977) concluded th a t  
aggressive boys m ay no t be able to m ake u se  of covert self-com m ands. 
Modelling a n d  contingency reinforcem ent, on the  o ther h an d , do n o t 
require  verbalisation  an d  th u s  can  be u sed  w ith  child ren  opera ting  a t 
a  less soph istica ted  cognitive level (W asserm an, 1983).
We based  o u r group on an  A m erican m an u a l w hich detailed  how to 
ru n  a  conflict reso lu tion  group for ch ildren  in  m ain stream  school - 
Conflict Resolution fo r  K ids  (Lane, 1995). This w as devised a s  a  
preventative program m e for ch ildren  in  school who h a d  no t been  
referred for psychological in tervention. In o rder to modify th is  
program m e to m ake it m ore relevant to o u r population  of ch ild ren , it 
w as decided to: elim inate those exercises th a t  relied on covert self- 
com m ands an d  com plicated problem  solving, to include a  g rea ter
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degree of m odelling an d  contingency reinforcem ent an d  to b reak  down 
the  problem  solving teach ing  into a  n u m b er of sim pler s tep s - focusing 
particu larly  on enhanc ing  em otional aw areness.
f  M aking the group a s containing a s  possib le
It w as recognised th a t the  children com ing to ou r clinic h a d  generally  
experienced m any  losses and  tra u m a s  in the ir lives. They co n stitu ted  
a n  em otionally d istu rbed  an d  vulnerable group of children, w ho were 
likely to find the  group process quite dau n tin g  and  potentially  
th rea ten ing . It w as decided to style the  group a s  a  “detective g roup”, in 
w hich the  children w ould be encouraged to becom e detectives in th e ir 
own lives to search  ou t c lues to u n d e rs tan d  the ir own behav iour an d  
th a t  of o thers an d  to develop w ays of solving difficulties. This app roach  
w as adopted  to m ake the  g roups a s  u n th rea ten in g  an d  a s  fun  a s  
possible.
In addition, it w as deem ed im portan t to m ake the  group a s  con ta in ing  
a s  possible by:
* m aking su re  th a t each  group s ta rted  and  ended on tim e
* en su ring  th a t  any  absences were noted  an d  an  opportun ity  w as 
given for any  of the  children to com m ent upon  them
* setting  ou t clear ru les a t the  o u tse t and  sticking by them
* m aking clear a t the  ou tse t to the  ch ildren  an d  th e ir fam ilies how 
m any groups there  would be
* acknowledging w hom  knew  who in the  group prior to the  group 
sta rtin g
* requiring  th a t the  p a ren ts  should  w ait for the  child ren  w hilst the  
group w as in  progress. In th is  way any excessive levels of d isru p tio n  
by a n  individual child could be hand led  by sending  them  o u t to sit 
w ith  the ir p a ren ts  for five m inu tes
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It is know n th a t these  non-specific factors can  have a  powerful effect 
on the  p rocess of therapy  (Dwivedi, 1993; Reid & Kolvin,1993).
f  Offering appropriate input to the paren ts
We w ould have liked to ru n  a  p a re n ts ’ group alongside th e  ch ild ren ’s 
group, b u t resou rces did no t allow for th is. We therefore decided to 
provide w ritten  h a n d o u ts  to the  p a re n ts  each  w eek outlin ing  the  
con ten t of the  group, and  to give them  individual verbal feedback after 
each  session  ab o u t how th e ir child w as doing an d  w ha t w ays we h a d  
found helped to reinforce th e ir ch ild ’s pro-social behaviour.
It w as felt vital to s tre ss  from the  o u tse t the  veiy lim ited goals of su c h  
an  in tervention  w ith th is  population  of ch ildren , who show ed su ch  
long-standing  difficulties. It w as felt im portan t no t unrealis tically  to 
inflate p a re n ts ’ hopes an d  so prom ote d isillusionm ent a s  a  resu lt.
Tackling issu es  th a t  h ad  led to the  failure of previous groups in th e  
centre
We concluded th a t  the  following factors h a d  con tribu ted  to the  failure 
to estab lish  group w ork in the  p a s t in th is  setting:
- Practical difficulties of getting m ore th a n  one colleague to co-ord inate  
an d  m ake a  weekly com m itm ent to group w ork h ad  led to m ore th a n  
one group being abandoned .
- Lack of belief by clinicians in the  team  th a t  group w ork w as a s  
effective a s  individual or family w ork w ith ch ild ren  w ith the  so rts  of 
difficulties th a t team  m em bers routinely  saw , an d  concern  th a t  g ro u p s 
are  in troduced  largely a s  cost saving exercises. The m yth  th a t  g ro u p s 
are  prim arily  u sed  because  they a re  less costly th a n  o th er form s of
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in tervention  is th o u g h t to have con tribu ted  to the  scepticism  ab o u t 
group w ork felt by m any  clin icians (McClure, 1997).
We endeavoured  to ad d re ss  each  of these  issu es  directly by :
♦ Setting aside su ffic ient time and  resources at the o u tse t
I and  m y colleague m ade a  com m itm ent to offer a  group in th ree  
m o n th s’ tim e - leaving ourselves enough tim e to set u p  the  group. We 
agreed to offer a  brief, tim e lim ited (six week) group. We se t u p  regu lar 
supervision slots w ith a  c o n su ltan t psychologist who h ad  extensive 
experience in ru n n in g  groups w ith adolescen ts in an  in -pa tien t 
setting.
♦ Allaying team  m em bers’fe a r s  about w ha t the group w ould mean.
We provided a  series of w orkshops abou t group w ork to team  
m em bers, an d  sum m arised  the  relevant lite ra tu re . We encouraged  full 
d iscussion  of the  p ros and  cons of ou r approach  an d  the  lim ita tions of 
o u r aim s. We stressed  th a t the  aim  of the  group w as n o t to be a  cost 
saving exercise. Instead , we em phasised  the  way group w ork m ight 
provide un ique  benefits to th is  population.
C riteria for group m em bership
It w as decided to include children  in the  group who suffered from  a  
range of difficulties in relation to conflict resolution. In p articu la r, it 
w as decided to include those who were prim arily  the  recip ien t of 
aggressive behaviour a s  well a s  those who prim arily  in itiated  
aggressive behaviour. This w as because  the  lite ra tu re  suggests su c h  
m ixed groups are advantageous (Dwivedi, 1993; Reid & Kolvin, 1993).
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It w as felt im portan t th a t  the  children  who jo ined  the group shou ld  
come from w ith in  a  fairly narrow  age range, so th a t  exercises could be 
p itched  a t  the  righ t level. It w as agreed th a t  we w ould accept referrals 
of ch ildren  aged 7-11.
It w as decided th a t  we w ould only accep t referrals of ch ildren  who h ad  
already been seen  by a  clinician a t the  centre. This w as because  it w as 
felt im portan t th a t  fam ilies shou ld  have access to ongoing su p p o rt to 
take  u p  any  em otional issu e s  th a t  were ra ised  for the  children  an d  
the ir fam ilies by the  group work. It w as left to the  referring clinician to 
decide w h a t level of in terven tions to offer alongside the  group work.
Referral p rocedure
B ecause of lack  of tim e it w as decided n o t to offer individual 
a sse ssm e n ts  to po ten tial group m em bers. Team  m em bers were a sk ed  
to let u s  know  of any  child ren  in th e ir caseload  who m ight benefit from  
the  group. If, in d iscussion  w ith  u s , it w as felt th a t the  child w as a n  
appropria te  referral, a  place in the  group w as offered. If th e  fam ily said  
they  w anted  to take  u p  th is  offer they  were contacted  directly by u s  to 
explain the  p rac tical d e ta ils .
Aim of the  group
For the  children  to improve the ir ability to find non-violent w ays of 
resolving s itu a tio n s of po ten tial conflict.
Evaluating the  group
The group w as evaluated  using  the  following m easures:
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•  The S treng th s an d  Difficulties Q uestionnaire  (SDQ)(Goodman,
1996), w as given to p a re n ts  an d  teach ers  before an d  after th e  group. 
The SDQ provides two scores of relevance to th is  group: a  peer 
problem s score an d  a  pro-social behaviour score. This m easu re  h a s  
recently  been validated w ith p a re n ts  an d  teachers (Goodman, 1997). 
A copy can  be found in  Appendix 1.
•  C hildren’s questionnaire . The children were given a  sh o rt open 
ended questionnaire , ask ing  w ha t they  expected from the  group an d  
w hat they  hoped to do in the  group a t the  ou tset. At the  end of the  
g roups they  w ere given an o th e r questionnaire , to a sse ss  w ha t they  
felt they  h ad  achieved. A copy can  be found in Appendix 1.
•  Verbal feedback from p a re n ts  and  referring clinicians. It w as agreed 
th a t verbal feedback from p a ren ts , an d  from the referring clin icians, 
would be gathered  a t the  end of the  groups.
It w as arranged  th a t  all group m em bers and  the ir fam ilies would m eet 
one w eek before the  g roups sta rted , an d  one week after they  ended , in 
o rder to com plete pre- and  post- trea tm en t m easu res.
R unning the  Group
P artic ipan ts
Five children  a ttended  the  group (an additional girl, who h ad  been  th e  
victim  of aggression in the  past, a ttended  the  pre-group evaluation  b u t 
h e r m o ther decided no t to let h e r jo in  the  group). The nam es have 
been changed in order to preserve anonym ity.
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Dean (10) w as referred to the  group by a  p sych ia tris t who h ad  been  
seeing him  for six m on ths. D ean show ed extrem e aggressive behav iour 
bo th  a t hom e an d  school. He h ad  been  excluded from two prim ary  
schools for aggressive behaviour an d  w as on a  tem porary  exclusion 
from h is  c u rre n t school. He h ad  h ad  extensive trea tm en t in the  p ast, 
including  in -patien t trea tm en t. He w as the  eldest child in  a  family 
consisting  of th ree  o ther half-siblings an d  h is  m other.
Luke (8) w as referred to the  group by the  psychologist (co-leader of the  
group). She h a d  been seeing him  an d  h is  family for four m on ths. He 
h ad  been  excluded on two occasions by h is  cu rre n t school, a n d  w as 
said  to be a lternate ly  aggressive an d  w ithdraw n a t school an d  hom e. 
He w as the  o ldest of two children  in the  family. His p a re n ts  were 
separa ted .
J od ie  (10) w as referred by a  psychologist who h ad  been m eeting h e r  
an d  h e r family over a  course  of 10 m on ths. She show ed aggressive 
behaviour to o ther ch ildren  a t school. She h ad  recently  moved school. 
Her b ro th er h ad  died a  year previously, a n d  the  psychologist h a d  been  
w orking on bereavem ent issu es  w ith  the  family. Jod ie  h a d  a n o th e r 
b ro th er an d  bo th  p a re n ts  a t hom e.
Charles (7) w as referred by a  family th e ra p is t who h ad  been  w orking 
w ith  the  family for 16 m onths. C harles w as a  qu iet boy, w ho h a d  
experienced bullying in  the  past; he w as said  to be very provocative in 
school a n d  to get into fights. He h a d  been  excluded on five occasions. 
He w as the  only child of a  single m other.
Peter (9) w as referred to the  group by th e  psychologist co-leader. She 
h ad  been w orking w ith him  for th ree  m on ths. He h ad  experienced 
bullying in a  previous school an d  recently  moved to a  new  school 
w here he h ad  begun to be bullied once again. T eachers reported  th a t
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he w as socially isolated an d  appeared  to lack the  social skills to m ake 
friends an d  react in  s itu a tio n s  of potential th rea t. He w as the  older of 
two b ro th ers  an d  h is  p a re n ts  were bo th  a t hom e.
Pre-grouD evaluation
The scores for each  of the  partic ipan ts , a s  ra ted  by th e ir m others, a re  
show n in  table 1.
Table 1: Pre-group SDO p a re n t scores
peer problem s
normal = 0-2  
borderline = 3 
abnormal = 4 - 1 0
Pro-social behaviour
normal = 6-10  
borderline = 5 
abnormal = 0-4
Dean 3 6
Luke 7 6
C harles 2 7
Jodie 3 6
Peter 6 9
All the  children, except C harles, were ra ted  by the ir p a re n ts  a s  having  
som e degree of problem s relating  to the ir peers. All the  child ren  w ere 
viewed by th e ir p a ren ts  a s  having pro-social behaviour w ith in  the  
norm al range.
The scores for each  of the  partic ipan ts , a s  ra ted  by th e ir teachers, a re  
show n in table 2.
Table 2: Pre-group SDO teacher scores
peer problem s
normal = 0-3  
borderline = 4 
abnormal = 5 - 1 0
Pro-social behaviour
normal = 6-10  
borderline = 5 
abnormal = 0-4
Dean 4 8
Luke 3 8
C harles 5 0
Jodie no t available no t available
Peter 9 6
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T eacher ra tings on the  SDQ ra ted  Peter, C harles and  D ean a s  having 
som e degree of difficulty w ith peer re la tionsh ips and  Luke a s  w ithin  
the  norm al range. Only C harles w as seen a s  having im paired levels of 
pro-social behaviour, all the  o thers were ra ted  a s  w ithin the  norm al 
range.
The ch ild rens’ own hopes and  expectations of the  group are  
sum m arised  in  table 3.
Table 3: C hildren’s hones an d  expectations of the  group
“w hat do you th in k  th is  
group is for ?”
“w hat are  you hoping to do in  th is  
g roup?”
D ean to help u s  learn veiy good th ings
Luke to help m e get along w ith 
o thers
to play board  gam es
C harles to help m e get on be tte r 
w ith o thers, like teach ers  
an d  children
play gam es
Jodie to co-operate w ith o ther 
ch ildren
to get on w ith o th er ch ild ren
Peter to help  m e cope w ith being 
bullied
to help m e get on w ith o th ers
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The trea tm en t
Six groups were ru n , of one an d  a  ha lf h o u rs  each. E ach group s ta rted  
w ith a  snack , followed by w arm  up  “gam es”, followed by group 
exercises. Eveiy group ended w ith a  d iscussion  of how each  m em ber 
h ad  dealt w ith a  s itua tion  of po ten tial conflict th a t week. The p a re n ts  
were given a  h a n d o u t each  w eek outlining the  m ain them es for the  
group th a t week. Copies of these  h 'andouts can  be found in Appendix 
2 .
The group w as explained to the  children a s  a  so rt of “detective 
tra in ing”, in w hich they  would leam  to be detectives in  th e ir own lives 
an d  notice w ha t they  were th ink ing  an d  feeling in stressfu l s itua tions, 
so th a t they could choose the  best course of action.
In the  first group, the  children were given a  folder and  two coloured 
pens a s  well a s  a  “detective log” (an em pty exercise book) in  w hich they  
were asked  to record a  conflict each  week. The folder an d  p en s were 
kep t in the  centre  b u t given to the  children a t the  end of the  groups.
The gam es a t the  s ta r t of each  group focused on encouraging  positive 
social in teraction  and  group cohesion. For exam ple, the  “gestu re  nam e 
gam e” involved each person  in tu rn  saying th e ir nam e w ith  an  
accom panying action, an d  th en  the  re s t of the  group copied. A nother 
exam ple of a  gam e w as the  “m agic m icrophone”. In th is , th e  
“m icrophone” (a bean  bag) w as passed  round . Only the  person  holding 
the  m icrophone could speak. P artic ipan ts were given a  p a rticu la r topic 
to speak  on, such  a s  one th ing  they  liked. E ach m em ber h ad  a  tu rn .
The exercises th a t followed generally focused on nam ing  an d  talk ing  
ab o u t em otions. For exam ple one exercise involved a n  em otions 
sp inn ing  wheel in  w hich group m em bers took it in tu rn s  to sp in  a
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poin ter on a  w heel on w hich a  n u m b er of em otions were w ritten  (e.g. 
anger, pride, envy, happiness). They th en  h ad  to act o u t the  em otion 
indicated , or, in an o th e r varian t, tell of a  tim e they  experienced th a t  
em otion. In group four, the  “social skills gam e” (Searle & Streng, 1996) 
w as in troduced . This is a  board  gam e designed to w ork a s  a  
th erap eu tic  tool, to aid  reflection a n d  to help practise  som e of the  
ch ild ren’s newly acquired  skills. In the  la s t two m eetings, role play w as 
em ployed to p rac tise  u sing  the  skills the  ch ildren  h ad  been  learning.
Following the  com pletion of the  exercises, the  children were given th e ir 
folder an d  p en s an d  asked  to draw  som ething th a t  rela ted  to th a t 
w eek’s work. T hus one week the  ch ildren  h ad  to draw  how they  felt in  
a  p a rticu la r situation , an o th e r w eek they  h ad  to draw  a n  exam ple of a  
conflict. The children  were encouraged to sh are  the ir p en s  so th a t  they  
could have access to a  range of colours for th e ir a r t  work.
The “good ideas wheel” w as in troduced  in group three . This listed 
different w ays of reacting  in conflictual s itua tions, su ch  a s  “saying 
Sony”, “getting help”, “trying to sh a re”. The children  w ere helped to 
m ake th e ir own wheel of possible responses to s itu a tio n s  of po ten tia l 
conflict, su ch  a s  “w alking away”, or “m aking  a  joke”. The u se  of th is  
w as reviewed in relation  to real situations.
The la s t p a rt of each  group w as tak en  u p  w ith d iscussing  an  exam ple 
of a  conflict the  ch ildren  h ad  b rough t in  an d  looking a t  how group 
m em bers h ad  dealt w ith su ch  conflicts. E ach week, a  different a sp ec t 
of conflict reso lu tion  w as focused on.
At the  end  of each  group, p a ren ts  were given individual feedback on 
th e ir child. In particu lar, we fed-back to the  p a re n ts  any  positive 
behaviour we h ad  w itnessed  on the  p a rt of th e ir child, an d  encouraged  
them  to look a t the  m inu tiae  of in terac tion  to notice im provem ents. In
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the  la s t group, the  p a ren ts  were invited to w atch  the ir ch ild ren  play 
the  “social skills gam e” from beh ind  a  one-way screen, so th a t  positive 
aspec ts  of the ir ch ild ren’s behaviour could be dem onstra ted  an d  
reinforcem ent of appropria te  behaviour m odelled by the  th e ra p is ts  in 
in terac tion  w ith the  group. At the  end  of the  groups, verbal an d  
w ritten  individual feedback w as given to each p a ren t an d  child (see 
Appendix 3 for copies of feedback given to parents). W ith the  p a re n ts ’ 
agreem ent a  copy of the  w ritten  feedback w as sen t to each  ch ild ’s 
teacher.
O bservations on the  ch ild ren’s progress in the  group
The a tten d an ce  ra te  for the  group w as high - 80%  a tten d an ce  w as 
achieved. In the  first m eeting, the  children  bonded in te rm s of w h a t 
levels of antisocial behaviour they  h a d  achieved - each  vying w ith  each  
o ther to recoun t in s tan ces  of aggression. T hus, Luke said  he h a d  
broken  an o th e r ch ild’s finger in a  fight; Jod ie  reto rted  by saying she  
h ad  hospitalised  an o th e r child by ram m ing them  into a  tree. The 
th e ra p is ts  responded  to th is  by encouraging the  children  to focus on 
how they  felt du ring  these  fights, an d  to identify w ha t th o u g h ts  w ent 
th rough  the ir m ind.
From  the  beginning, care w as taken  by the  th e rap is ts  to ignore 
unhelp fu l behaviour th a t occurred  in the  room  an d  to p raise  pro-social 
behaviour. T hus, in the  first session, w hen D ean bum ped  into Jo d ie ’s 
chair deliberately a s  he passed , Jod ie  w as congra tu la ted  for n o t 
responding. W hen the  coloured p en s were h an d ed  o u t it w as explained 
th a t each  child h ad  only two colours b u t if they  sh a red  w ith  each  
o ther they  would have access to a  w ider range. The children  w ere able 
to sh a re  and  were repeatedly  p raised  for doing so by the  th e rap is ts . At 
one point, Jod ie  com m ented, “This feels weird; getting on w ith people”.
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Initially, the  children  found it h a rd  to concen tra te  on the  ta sk s  a t 
h a n d  an d  were easily d istrac ted  by d isruptive behaviour by o ther 
m em bers of the  group. However, by w eek four m ost group  m em bers 
were increasingly  able to focus on a  p a rticu la r exercise or activity. 
Dean, however, becam e increasingly  provocative. He constan tly  
a ttem pted , som etim es successfully , to co-opt Luke an d  C harles into 
fights. Luke a n d  C harles were p raised  for the  tim es they  resisted  th is .
The children  initially found focusing on em otions hard . As the  w eeks 
progressed, however, they  becam e m ore able to notice, a n d  ta lk  abou t, 
how they  felt in  difficult s itua tions. For exam ple in group four, w hen  
asked  to ac t o u t a  tim e w hen she h ad  felt envy, Jod ie  d em onstra ted  
her, “I don ’t care a t  all face”. Initially w hen asked  to describe how she  
felt inside, she  said , “It d o esn ’t m a tte r  to m e”; b u t w ith prom pting  she  
w as able to describe in  detail how h e r pa in  a t the  o ther person  having  
som ething  she  w an ted  led h e r to ac t in  th is  way.
In the  first four groups, the  m ain  em phasis  w as on helping the  
children  develop new  stra teg ies for dealing w ith s tressfu l s itua tions. 
They m ade th e ir own “good ideas w heels” an d  were encouraged to 
incorporate  the ir own ideas and  suggestions. Luke, for exam ple, 
suggested  th a t  one m ight “go hom e a n d  h it som e p lasticine” w hen 
feeling fru s tra ted  by a  situation .
In the  la s t two weeks, the  children  u sed  role play to practice  u sin g  
som e of the  ideas in difficult s itua tions. For exam ple, role play w as 
u sed  to help them  practise  stopping an d  th ink ing  in stressfu l 
situa tions. In one in stance. D ean w as required  to role play a  s itu a tio n  
w ith Jodie, in  w hich he h ad  to tell h e r he  did no t like w h a t she  w as 
w earing in a  non-offensive way. He m anaged  to do th is , an d  w as given
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m uch  positive feedback bo th  from the  group leaders an d  the  o ther 
group m em bers.
At the  la s t group, m em bers were each  encouraged to share  w ha t they  
h ad  learned  from the  group w ith each  o ther and  th e ir p a re n ts  - who 
were invited into the  group for the  la s t 20 m inu tes. E ach m em ber w as 
given a  certificate, in front of the ir p a ren ts , an d  the  group leaders 
described w hat they  felt each  m enfber h ad  achieved.
O utcom e 
SDO m easu res
The “peer problem s” an d  “pro-social behaviour” scores for each  child, 
a s  ra ted  by the ir p a re n ts  after the  group, are  show n in  tab le  4. No 
teacher re tu rn ed  the  post-group SDQ, so p re-and  p ost group ra tings 
m ade by teach ers  could no t be com pared.
Table 4: Post-groun SDO p aren t scores
peer problem s
normal = 0-2  
borderline = 3 
abnormal = 4 - 1 0
Pro-social behaviour
normal = 6-10  
borderline = 5 
abnormal = 0-4
Dean 5 7
Luke 9 6
C harles 3 5
Jodie 0 8
Peter 5 9
Jodie  w as ra ted  by h e r m other after the  group a s  w ith in  the  norm al 
range of behaviour in  relation to peer problem s and  pro-social 
behaviour. C harles w as ra ted  a s  borderline for both. D ean, Luke a n d  
Peter all were ra ted  a s  having abnorm al levels of peer problem s, b u t  a s  
having pro-social behaviour w ithin the  norm al range.
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C om parison of p a re n ts ’ pre and  post- group scores show s mixed 
re su lts  (see figure 1). In relation to peer problem s, only Jod ie  and  Peter 
were ra ted  a s  having lower levels of peer problem s after the  group th an  
before. Dean, Luke an d  C harles were all ra ted  a s  having h igher levels 
of peer problem s after the  group th a n  before.
Figure 1: group members' "peer problems" scores on the SDQ as rated bv.their parents
before and after the groups
□  pre-group "peer problems" score 
B post group "peer problems" score.
In term s of pro-social behaviour". Dean, Jod ie  and  Luke were all ra ted  
by the ir p a re n ts  a s  having h igher levels of pro-social behaviour, Luke 
w as ra ted  the  sam e and  C harles w as ra ted  a s  having lower levels of 
pro-social behaviour th a n  before the  group (see figure 2).
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Figure 2: group members' "Pro social" scores on the SDQ as rated by their parents
before and after the groups
□  pre-group "pro-social" scores.
B  post-group " p ro -so c ia l"  s c o re s
Luke C harles Jod ie P eter
Table 5: C hildren’s post-group questionnaire
“how far have your hopes for 
changes been achieved”
“w hat were the  m ost 
helpful a sp ec ts  of the  
g roup?”
Dean not a  th ing no t a  th ing
Luke I w as hoping to m ake a  friend - and  
I did w ith the whole group
playing gam es
C harles It w as h a rd  b u t I w as sta rtin g  to 
like it
I liked the  w ay we w ere all 
trea ted  the  sam e
Jodie To ignore stuff to say  sorry
Peter I w as hoping to cope w ith being 
bullied and  to gain self confidence 
and  it helped a  little w ith both 
things.
to m eet o ther ch ild ren  w ith  
problem s
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Verbal feedback from p a re n ts
E ach p a re n t of a  child involved in the  group reported  som e in stan ce  of 
im provem ent by the ir child, w hich they  a ttr ib u ted  to the  group.
D ean’s  m other related  an  in stance  th a t h ad  occurred  in school, in 
w hich for the  first tim e D ean h ad  accepted  responsibility  for s ta rtin g  a  
fight. The teach ers  h ad  been am azed, an d  p leased, th a t he  h ad  been 
p repared  to “own u p ”. C harles’s  m other reported  th a t he  h ad  said  
“sorry” for the  first tim e a t school an d  th is  h ad  prevented him  being 
excluded. Luke’s  m other reported  th a t  he h ad  m anaged to avoid 
getting in  a  fight by “w alking away”, a lthough  she said  she  knew  he 
still found th is  hard . She com m ented th a t  he  h ad  “really enjoyed 
com ing to the  group” an d  th a t  he tried  to apply  w hat he lea rn t a t 
hom e an d  a t school. J o d ie ’s  m other reported  th a t  there  h a d  been no 
incidences of any  fights since Jod ie  h ad  a tten d ed  the  group. P eter’s  
m other said  he h ad  successfully  applied th e  stra teg ies on one 
occasion, b u t th a t overall there  h a d  been  little change a n d  th a t  he  still 
h ad  very low self esteem .
Verbal feedback from referring clin icians
The psychologist w orking w ith J o d ie  an d  h e r  family felt Jod ie  h ad  
progressed  sufficiently w ithin  the  group for h e r to be d ischarged  from  
the  service once the  group w as ended. The o ther ch ildren  all con tinued  
in trea tm en t w ith the  referring clinician. Charles con tinued  in  fam ily 
therapy  for som e m on th s after the  end  of th e  group, b u t w as th en  
discharged  a s  it w as felt significant im provem ent h ad  been  m ade. The 
p sych ia tris t who h a s  been w orking w ith D ean u sed  the  
recom m endation  m ade by the  group leaders th a t  longer term , m ore 
s tru c tu re d  w ork m ight be advan tageous to lobby successfully  for a n  
ou t of borough boarding school p lacem ent for him . Luke a n d  P eter  
con tinued  to be seen for fu rth er family work. All the  referring
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clin icians reported  th a t  they  h ad  found feedback from the  group 
helpful in  working w ith these  families.
Service developm ents
Feedback ab o u t the  group w as given a t a  m eeting of all team  m em bers 
shortly  after the  group w as com pleted. M uch in te res t w as expressed  
and  suggestions for fu rth e r group w ork p u t forward by o ther m em bers 
of the  team . A professional developm ent day on group w ork w as 
organised by m anagem ent for all clin icians w ithin the  child m en tal 
hea lth  tru s t. A form al p resen ta tion  on the  setting  up , ru n n in g  an d  
outcom e of the  group w as m ade. The difficulties of estab lish ing  g roups 
w ithin  the  t ru s t  were d iscussed , an d  a s  a  resu lt a  com m itm ent w as 
m ade by m anagem ent to sup p o rt supervision across services w ith in  
the  tru s t.
A nother conflict reso lu tion  group for prim ary  school aged children  
referred to th is  team  is p lanned  for la te r th is  year. The co-leaders will 
be the  psychologist who co-led the  above group w ith m e an d  a  tra inee  
clinical psychologist cu rren tly  on p lacem ent w ith u s. I will superv ise 
the ir work.
D iscussion
The fact th a t the  group actually  got s ta rted  and  th a t it led to o th er 
groups being ru n , show s th a t  it is possible to se t up  cognitive- 
behavioural g roups w ithin a  tier th ree  o u tp a tien t child m en ta l h ea lth  
service. It w as felt th a t addressing  the  anxieties of colleagues a t th e  
ou tse t, having clear and  lim ited goals, se tting  u p  adequate  
supervision an d  providing feedback bo th  to referring clin icians a n d  to 
the  team  as  a  whole, all aided the  successfu l e stab lishm en t of the  
group w ithin th is  service.
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The outcom e of the  group based  on the  SDQ resu lts  w as m ixed. Two 
m em bers of the  group (Jodie and  Peter) were ra ted  by th e ir p a re n ts  a s  
having lower levels of peer problem s after the  group, a n d  h igher levels 
of pro-social behaviour, th a n  before the  group. One m em ber of the  
group (Dean) w as ra ted  a s  having h igher levels of pro-social behav iour 
after the  group, b u t also h igher levels of peer problem s, th a n  before 
the  group. Two m em bers of the  group (Luke an d  Charles) h a d  h igher 
levels of peer problem s after the  group an d  th e ir pro-social behav iour 
w as u n changed  an d  lower respectively.
Yet the  verbal feedback from all the  p a re n ts  w as good, a lthough  P e ter’s 
m o ther did express reservations. All th e  children, except D ean, 
reported  th a t  they  felt th a t  they  h ad  benefited in  som e way from  
participation  in  the  group. This feedback suggested  th a t  the  group  w as 
perceived by the  p a re n ts  a s  facilitating som e positive changes a n d  
w as actively enjoyed by m any of the  children
It m ay be th a t  the  d isappoin ting  re su lts  on th e  SDQ reflect th e  fact 
th a t  th e  SDQ does no t m easu re  behav iour in  enough deta il to be able 
to track  the  lim ited changes likely to occur in  ch ildren  w ith  su c h  long 
term  difficulties in  the  sho rt space of tim e the  groups ra n  for. It is  
strik ing  th a t  the  in itial scores for pro-social behaviour given to th e  
children  by th e ir p a re n ts  an d  teach ers  were quite  high given the  range 
of d is tu rb an ce  the  case h isto ries of these  children  suggest. It m ay be 
th a t  the  difficulties these  children h a d  in  dealing w ith social s itu a tio n s  
did no t m anifest them selves in th e  behav iours th a t th e  SDQ 
m easu res, or it m ay be th a t som e p a re n ts  cam e w ith u n rea lis tic  views 
of th e ir ch ild ren ’s behaviour and  th a t  th e  group enabled  them  to see 
the ir ch ild ren ’s difficulties in th is  regard  m ore clearly.
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It w as felt th a t  fu tu re  g roups could benefit from outcom e m easu res  
th a t tracked  m ore m inu te  changes in the  ch ild ren’s behaviour w ithin  
the  group. For exam ple, one option m ight be to videotape the  children  
playing th e  social skills gam e a t the  first group m eeting an d  again  a t 
the  end, an d  ra te  behaviours su ch  a s  eye contact, com pliance w ith 
req u ests  etc.
The fact th a t  the  m ajority of p a re n ts  and  children  perceived th ere  to be 
benefits from the  group, and  the  high a ttendance  ra tes , suggest th a t 
they  found the  group a s  a  whole to be a  positive experience. O ur 
clinical im pression  w as th a t by providing psycho-educational in p u t in 
a  non -th rea ten ing  way, via gam es an d  exercises, and  by h a rn ess in g  
peer reinforcem ent, the  children gained in w ays th a t  w ould no t have 
been  possible by m ore trad itional m eans. It m ay be th a t  a  group th a t  
ran  for a  longer period would produce g rea ter gains.
Had there  been m ore tim e available it w ould have been usefu l to have 
carried  o u t individual pre-group a sse ssm e n ts  w ith each  of th e  ch ild ren  
who were to take  p a rt in the  group an d  th e ir families. This w ould have 
helped u s  to d iscu ss w ith them  the ir expectations of th e  group a n d  
how they  m eshed  w ith w hat we felt we could offer. This m ight have 
been  particu larly  helpful in relation to Peter an d  h is family, to explore 
w hat they  w anted  from the  group.
One of the  issu e s  th is  group raised  for u s  w as the  difficulties of 
including bo th  aggressors an d  bullied children  in  the  sam e group. It 
w as u n fo rtu n a te  th a t one of the  children  w hose problem s h ad  
prim arily  been  of being bullied, dropped o u t a t the  evaluation  stage, 
and  th a t  Peter w as the  only child in the  group w hose m ain  problem  
w as being bullied. It w as felt, w ith h ind  sight, th a t m ore could have 
been done to w ork w ith him  and  h is  p a re n ts  on how h is  specific is su e s  
could be tackled.
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It w as felt th a t, w ith g rea ter resources, it would have been  very helpful 
to have ru n  a  p a re n ts ’ group alongside the  ch ild ren’s group, to have 
given the  p a re n ts  an  opportun ity  to d iscu ss  how they  could reinforce 
th e ir ch ild ren’s pro-social behaviour.
Conclusion
By add ressing  som e of the  issu e s  th a t  were though t to have prevented  
the  ru n n in g  of g roups in th is  tie r th ree  child m en tal h ea lth  service in  
the  p ast, a  cognitive behavioural group for prim ary  school aged 
children  w as successfully  estab lished  an d  com pleted, an d  fu rth e r 
groups were u n d ertak en . A lthough the  re su lts  of the  evaluation  of th e  
group based  on scores on the  SDQ (Goodman, 1996) were m ixed, 
verbal feedback from  p aren ts , ch ildren  an d  referring clin icians 
suggested th a t  the  group did provide som e benefits to the  children , 
an d  the ir families, who took part.
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Appendix 1
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Appendix A: Strengths and Difficulties Questionnaire
or each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you answered all items 
s best you can even if you are not absolutely certain or the item seems daft! Please give your answers on the basis o f  the ch ild 's  
ehaviour over the last six months or this school year.
C hild’s Name 
Date o f  Birth
Male/Female
Signature Date
Parent/Teacher/Other (please specify:)
Thank you very much for your help
Not Somewhat Certainly
True True True
Considerate o f  other people’s feelings □ □ □
Restless, overactive, cannot stay still for long □ □ □
Often complains o f  headaches, stomach-aches or sickness □ □ □
Shares readily with other children (treats, toys, pencils em.) □ □ □
Often has temper tantrums or hot tempers □ □ □
Rather solitary, tends to play alone □ □ □
Generally obedient, usually does what adults request □ □ □
Many worries, often seems worried □ □ □
Helpful if  someone is hurt, upset or feeling ill □ □ □
Constantly fidgeting or  squirming □ □ □
Has at least one good friend □ □ □
Often fights with other children or bullies them □ □ □
Often unhappy, down-hearted or tearful □ □ □
Generally liked by other children □ □ □
Easily distracted, concentration wanders □ □ □
Nervous or clingy in new situations, easily loses confidence □ □ □
Kind to younger children □ □ □
Often lies or cheats □ □ □
Picked on or bullied by other children □ □ □
Often volunteers to help others (parents, teachers, other children) □ □ □
Thinks things out before acting □ □ □
Steals from home, school o r  elsewhere □ □ □
Gets on better with adults than with other children □ □ □
Many fears, easily scared □ □ □
Sees tasks through to the end, good attention span □ □ □
R)u oi i ic'i-;
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Appendix B . Provisional banding of SDQ scores
These bands, which are not adjusted for age or gender, have been chosen so
that roughly 80% of children in the community are normal, 10% are borderline 
and 10% are abnormal.
Parent Completed 
Total Difficulties Score 
Emotional Symptoms Score 
Conduct Problems Score 
Hyperactivity Score 
Peer Problems Score 
Prosocial Behaviour Score
Teacher Completed 
Total Difficulties Score 
Emotional Symptoms Score 
Conduct Problems Score 
Hyperactivity Score 
Peer Problems Score 
Prosocial Behaviour Score
Normal
P - 13 
0 - 3  
0 - 2  
0 - 5  
0 - 2  
6 - 1 0
0 - 1 1
0 - 4
0 - 2
0 - 5
0 - 3
6 - 1 0
Borderline
14 - 16
4 
3 
6 
3
5
1 2 - 1 5
5
3
6
4
5
Abnormal
17 - 40
5 - 1 0  
4 - 1 0  
7 - 1 0  
4 - 1 0  
0 - 4
16 - 40
6 - 1 0
4 - 1 0  
7 - 1 0
5 - 1 0  
0 - 4
Strengths and Difficulties Questionnaire Ï 4-16
For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you answered ill ite 
IS best you can even if you are not absolutely certain or the item seems daft! Please give your answers on the basis o f  the ehil'l‘> 
Dehavioiir over the last six months or this school year. '
Child’s Name 
Date of Birth
Male/Female
Not Somewhat Certainly
True True True
Considerate o f  other people’s feelings □ □ □
Restless, overactive, cannot stay still for long □ □ □
Often complains of  headaches, stomach-aches or sickness □ □ □
Shares readily with other children (treats, toys, pencils etc.) □ □ □
Often has temper tantrums or  hot tempers □ □ □
Rather solitary, tends to play alone □ □ □
Generally obedient,  usually does what adults request □ □ □
Many worries, often seems worried □ □ □
Helpful if someone is hurt, upset or feeling ill □ □ □
Constantly fidgeting or  squirming □ □ □
Has at least one good friend □ □ □
Often lights with other children or  bullies them □ □ □
Often unhappy, down-hearted or  tearful □ □ □
Generally liked by other children □ □ □
Easily distracted, concentration wanders □ □ □
Nervous or clingy in new  situations, easily loses confidence □ □ □
Kind to younger children □ □ □
Often lies or cheats □ □ □
Picked on or bullied by other children □ □ □
Often volunteers to help others (parents, teachers, other children) □ □ □
Thinks things out before acting □ □ □
Steals from home, school o r  elsewhere □ □ □
Gets on better with adults than with other children □ □ □
Many fears, easily scared □ □ □
Sees tasks through to the end, good attention span □ □ □
l OK ()l l ici
I s i ; ( INI  \
□  
□  ,
□ -
□ -
a ,
□ k
Please turn over - there are a few more questions on the other side
enioiions, c o L e n .rm io ,,. L t l i o ù ' l l ' - t i n f a b t ' c o  get“on
N o□
Yes - 
m ino r  
d ifficu lt ies□
Yes -
defin ite
difficult ies□
Y es -
se v e re
d if f icu l t ie s□
Ü- you  have a n s w e re d  "Y es" ,  plea.se a n s w e r  the fo llow ing  ques t ions  about these  d if l le u l t ie s :  
D o  the d if f icu l t ie s  upse t  o r  d is t re ss  the  ch i ld ?
N o t  at 
all
□  .
O nly  a 
little
□
Q uite  
a lot
□
A  grea t  
dea l
□
-  D o the d if f icu l t ie s  in te r fe re  w ith  the c h i ld ’s eve ryday
life in the fo llow ing a re as?
N o t  at 
all
PEER RELATIONSHIPS 1 1
O nly  a 
little
□
Q uite  
a lot
□
A grea t  
dea l
□
CLASSROOM  LEARNING CZl □ □ □
-  D o the d if f icu lt ies  pu t  a  b u rd e n  on  y o u  o r  the class  as a w h o le?
N o t  at 
all
□
O nly  a 
little
□
Q uite  
a  lot
□
A  grea t  
dea l
□
S ig n a tu re .....
r»
Class  T e a c h e r /H e a d  o f  Y e a r /O th e r  (p lease  specify .)
Thank you very much for your help
I'O K  (II I i c
usi; OM.V
a.
a,
c o p y r ig h t  R o lrc r l GiwHlinaii
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New Year Group 
Pre- group q u estion n a ires for ch ildren
Date:
Name:
W hat do you th in k  th is  group is for ?
W hat are  you hoping to do in th e  group  ?
Do you have any  w orries a b o u t w ha t th e  g roup  will involve ? if so w h a t a re  
they  ?
Is there  any th ing  you w an t u s  to know  ab o u t you th a t  will he lp  u s  in  
ru n n in g  th is  group ?
New Year Group 
P ost- group qu estion n aires for Children
Date:
Name:
W hat were you hoping for from  th e  group a n d  how far h a s  it been  achieved?
W hat do you th in k  w as th e  m ost helpful aspec t of the  group?
W hat do you th in k  w as th e  least helpful a sp ec t of th e  group?
Please w rite any  com m ents you w ould like to m ake ab o u t th e  group overleaf.
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New Year Group; 1 
handout for parents
As we discussed last week the aim of these groups is to help the 
children develop ways of dealing with conflict without getting out 
of control. We will also be helping them leam  how to collaborate, 
get on with others and work together as a group.
We will encourage group members to become like detectives in 
their own lives. We hope they will become more able to notice the 
clues given by themselves and others as to how they feel, and to 
develop their skills a t problem solving both a t home and a t school.
The groups should be both educational and fun. There will be 
tasks, or “detection work”, tha t we will ask the children to do 
each week between groups. We will let you know what the task  is 
each week, bu t please feel free to ask us if you w ant further 
information.
This first group will mainly be an opportunity for the children to 
s tart to get to know each other and to agree the rules of the 
group.
All group members will be asked to agree to respect one another 
and to abide by the basic rules of good behaviour. If they do not 
do this we will ask  whoever is the responsible adult who is waiting 
for them to come and collect them and wait with them in the 
waiting room until they are able to rejoin the group.
In this first meeting we will introduce the idea of how to think 
about w hat goes on in an argument.
We will also introduce them to some relaxation skills th a t can be 
used as a  way of calming down and creating time to think.
■Detective Task for next week: All group members will be asked to
draw an d /o r write about an  argum ents or conflict in their 
“detective log”. They will be asked to indicate; where it happened, 
who was there, what happened and how they felt about it.
T hese m u st be brought back to  th e  group n ex t w eek.
New Year Group; 2  
handout for parents
This week we will explore different ways group members can help 
themselves get on with others better when faced with situations of 
potential conflict. We will be introducing the “good ideas” wheel to­
day which will help give clues to the detective trainees as to how 
to act in difficult situations.
Some of the techniques your child might practice using are; co­
operation, listening, taking turns, sharing, postponing, getting 
help, avoiding, and using humour!
We will also be practising relaxation techniques. These are useful 
to help children notice the difference between feeling relaxed and 
feeling tense, they can also be used by children to help themselves 
calm down and they help to give them a chance to think through 
what to do when confronted with a  difficult situation.
Detective task
Group members will again be asked to write about a n d /o r  draw 
an  argument, preferably one they have been involved in. It does 
not have to have happened this week. They will be asked to 
indicate, or be able to talk about, w here it happened, w ho was 
there, w hat happened, how they felt, w hich  strategies they used, 
and w hich  oth er strategies they might have used.
Please help  th em  rem em ber to  bring back  th eir  d e te c t iv e  
book to  th e  group n ex t w eek.
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New Year Group; 3  
handout for parents
This week we will s tart with a review of the rules of the group with 
both group members and parents present. If group members are 
finding it too hard to abide by the rules they will be asked to wait 
with their parents for 5 m inutes to allow the rest of the group to 
get on with their detective training.
The group will s ta rt with some exercises to encourage listening 
skills. We will then review the detective tasks from last week and 
look a t what other ways the children could have handled the 
difficult situations.
We will use the good ideas wheel to suggest different options for 
the children to try out. Options include; taking tu rn s (e.g. agreeing 
not to play with something right away but to have a go after 
another child has finished), avoiding conflict (e.g. ju s t walking 
away from a potential fight), getting help (e.g. asking a teacher or 
parent to intervene), apologising (saying sony  does not m ean 
tha t you were wrong in the first place, only tha t you are sorry with 
the way things turned out) and listening (being prepared to hear 
the other persons point of view) . Group members will make their 
own wheels choosing ways of resolving conflict th a t they w ant to 
tiy to practice.
D etective  T ask for n ex t w eek : All group members will take
lome their own good ideas wheels and will tiy  using it in difficult 
situations. They will be asked to note in their “detective log” 
which good ideas they tried out and what happened as a  result.
As alw ays p lease help  your child  to  rem em ber to  bring b ack
lis  or her d e tec tiv e  log  n ex t w eek.
New Year Group; 4  
handout for parents
This week we will continuing to work on using the good ideas 
wheel to think about different ways to deal with potentially 
difficult situations.
The group will s ta rt with some exercises looking a t feelings and 
encouraging group members to notice how they are feeling. 
Becoming aware of how they feel in different situations helps 
children to monitor and control their responses.
We will review with them how they have found using their good 
ideas wheels and whether they have come up witii any new 
suggestions for how to behave difficult situations.
D etective  T ask for n ex t week:
All group members wül take home their good ideas wheels and 
will again tiy  using them in difficult situations. They will be asked 
to note in their “detective log” which good ideas they tried out and 
w hat happened as a  result and in particular to indicate how they 
elt before during and after the argum ent or difficult situation.
As alw ays p lease help  your ch ild  to  rem em ber to  bring back
lis  or her d e te c tiv e  log  n ex t w eek .
1New Year Group; 5  
handout for parents
This week we will consolidate some of the ideas about how the 
children can react differently in potentially difficult situations.
In these groups we are not aiming to alter the children's daily 
experience. We cannot control how others behave towards them 
nor make every interaction fair and kind. What we are hoping to 
do is extend the children's own range of behaviours so th a t they 
can have more choice about how they respond to others ra ther 
than  thinking the only way to respond to conflict is to hit out or to 
withdraw entirely.
We will again be looking a t feelings and encouraging group 
members to notice how they feel in different circum stances and 
how they can show these feelings in a  helpful way. Becoming 
aware of how they feel in different situations helps children to 
monitor and control their responses.
We will review with them the situations in which they have tried 
out different strategies in the last week.
D etective  Task for n ex t week:
All group members will be asked to interview friends, fam ily and 
teachers to find out w hat strategies they use to help in difficult 
situations, and to bring back the results of their detection next 
week.
As always p lease help  your ch ild  to  rem em ber to  bring back
lis  or her d e tec tiv e  log  n ex t w eek.
New Year Group;6  
handout for parents
This is the last week of the group will meet as such. Next week 
both parents and children will be asked to be present so th a t we 
can hear how you have found the groups, and give you individual 
feedback on your child. We will also discuss how the ideas 
introduced in the group can be built on.
In the group this week we will be playing the “Social skills game” 
with the children. This is a board game specially designed to help 
children practice some of the skills we have been working on over 
the last 6 weeks.
We will also be reviewing w hat has been learned over the course of 
the groups with the children.
At th e  end o f  th e  group, w hen you  com e up to  c o lle c t  your  
ch ild , there w ill be a sh ort p resen tation  in  w hich  a cer tifica te  
w ill be awarded to  each  ch ild  who to o k  part in  th e  group.
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FEEDBACK FROM NEW YEAR GROUP
a tten d ed  the New Year Group, 9 th  January to  2 7 th  Februeiry
The group aim ed to help ch ild ren  to get on with one an o th e r a n d  
develop new skills in social s itu a tio n s. He a tten d ed  five of the six g roups, 
m issing one due  to ill-health.
s ability to jo in  in a n d  play a  cen tra l role in the group w as initially  
h indered  by h is  strong  reliance on physical aggression a s  the only possib le  
response  to difficult s itua tions. He found it extrem ely h a rd  to stick  to the  
ru les, initially seeking to a s se r t  h is  leadersh ip  in the  group by encourag ing  
o thers to te s t the  lim its of the  group  a s  well.
responded  well to firm  bou n d aries  a n d  consisten t rew ard for, a n d  
acknow ledgem ent of, h is  a ttem p ts  a t  constructive  behaviour. Through 
listen ing  to o th er group m em bers feedback seem ed to develop m ore
ideas of how to cope w ith conflict, su ch  a s  seeking help from an  a d u lt o r 
w alking away. These do n o t com e easily  to h im  however. His dom inan t 
reaction  is still to u se  physical o r verbal aggression, o ther types of so lu tion  
only come to h is  m ind a s  a  second th o u g h t an d  he is m ore u n certa in  a b o u t 
them . However, he is able to th in k  of constructive  so lu tions w hen 
encouraged a n d  guided by a n  adu lt.
w as a  powerful p resence  in  th e  group, a n d  w hen able to h a rn e s s  
h is  con tribu tions constructively  he could  be extrem ely helpful. For exam ple 
he w as able to u se  h is excellent m em ory to help  o ther group m em bers in  th e  
“m em ory gam e”, an d  w ould sh a re  h is p en s  willingly w hen draw ing. He w as 
also increasingly  able no t to respond  to provocation from o thers a s  th e  w eeks 
w ent on. The im provem ent in h is  behaviour w as reflected in the  fact th a t  he  
did no t have to leave the  m eeting  in the  la s t two weeks.
can  still seem  very troub led  a t  tim es a s  ind icated  by h is ang ry  
though ts , language an d  behaviour. W hilst he  did m ake progress in th e  g roup  
it is likely th a t  he  w ould benefit from m ore in tensive in p u t th a n  th is  g roup  
se t o u t to provide. We w ould recom m end t h a t . receive fu rth e r he lp  in
th is  a rea , preferably  in a  w e ll-s truc tu red  a n d  long-term  setting, w here h e  
would be able to develop h is  sk ills fu rth e r  a n d  look in dep th  a t som e of th e  
em otions underly ing  h is  behaviour.
In general will benefit from  firm  b o u n d arie s  a n d  high levels of
positive reinforcem ent for any  a ttem p ts , how ever ten tative, to employ new  
m ore constructive  stra teg ies, w hich  a t th is  stage a re  still so new to h im  a n d  
he rem ains so u n ce rta in  abou t.
FEEDBACK FROM NEW YEAR GROUP
<Lc//^L^ttended the  New Year Group, 9 th  January to  2 7 th  February
The group aim ed to help ch ildren  to get on w ith one an o th e r an d  develop 
new skills in  social s i tu a t io n s A v /^ tte n d e d  all six of the  groups.
L < j/c jl. initially found it h a rd  to abide by the  ru les seeking to im press h is  peers 
by testing  the  ru les. As the  group progressed  he seem ed to be able to find 
w ays th a t  he  could gain  accep tance  from o thers in the  group w hilst also 
being helpful an d  m aking  usefu l con tribu tions in relation to th e  group  
leaders. He also becam e m ore able to identify an d  ta lk  abou t h is  own sorrow  
a t  no t being able to get along w ith o thers a s  well a s  he  would like to a t  tim es.
& ^ w a s  veiy creative in  h is  th inking , working o u t new  stra teg ies to cope 
w ith h is  feelings w hen confronted w ith difficult s itua tions su ch  a s  h itting  
p lasticine  to calm  h im self down w hen he re tu rn ed  hom e.
He rem em bered  th e  stra teg ies we h a d  d iscussed  each  week an d  w as helpful 
in  h is  suggestions to o th e r group m em bers. He con tribu ted  particu la rly  well 
w hen n o t d istrac ted . As h is  m otivation to take p a rt increased  so he  w as able 
to give positive feedback to o th er m em bers an d  to help them  ab ide by the  
ru les. His con tribu tions w ere alw ays in te resting  an d  he  m ade good a ttem p ts  
a t  trying o u t new  stra teg ies for coping w ith conflict in role play s itu a tio n s.
w ould benefit from  con tinued  acknow ledgem ent of h is  w ish to get on 
w ith  o th ers  in  m ore helpfu l w ays, a s  well a s  space to ta lk  ab o u t how he  feels 
in  difficult s itua tions. H e w ould also benefit from  fu rth e r practice  of th e  
different approaches we have begun  to explore, su ch  a s  w alking aw ay an d  
getting  help, an d  saying sorry. His new  skills can  be encouraged by very 
positive response  to any  a ttem p t to u se  new stra teg ies, however ten tative.
FEEDBACK FROM NEW YEAR GROUP
a tten d ed  the  New Year Group, 9 th  January to  2 7 th  February
. The group aim ed to help ch ild ren  to get on w ith one an o th e r an d  
develop new skills in social s itua tions.
a tten d ed  all b u t one of the  six m eetings.
W hen first a tten d ed  the  group he  seem ed u n su re  of how b e s t to
engage w ith the  o th er ch ildren  a n d  the  group leaders. W hen in doub t it 
appeared  a s  if he  w ould reso rt to jok ing  ab o u t or w ithdraw  into silence.
As the  w eeks w ent on  jo ined  in  m ore willingly. A lthough it
rem ained  som ew hat unpred ic tab le  w hen w ould con tribu te
spon taneously , w ha t he  did  he vo lun teer w as generally extrem ely u se fu l a n d  
w ell-thought out. He h a d  clearly been  absorb ing  a  lot of ideas d iscu ssed  in  
previous w eeks.
also show ed evidence of trying o u t new  w ays of dealing w ith  
difficult s itu a tio n s  a n d  in  th e  g roups w as increasingly  able to ignore 
a ttem p ts  to draw  h im  into  ho rsep lay . Over th e  w eeks he becam e m ore ab le  to 
m ake good links w ith  the  o th er group  m em bers w ithou t th is  elem ent of
horsep lay  an d  jo in  in  constructively  w ith them  in th e  group exercises a n d  
task s.
W ith p rom pting  a n d  encouragem en t . w as able to ta lk  a b o u t h is
feelings in  different s itu a tio n s  a n d  to reflect on how these  influenced h is  
behaviour. C ontinued  sensitiv ity  to h is, a s  yet, ten tative  a ttem p ts  to n am e  
an d  explore these  feelings shou ld  help  h im  develop g rea ter self-aw areness 
an d  th u s  gain  g rea ter contro l over h is  possible responses in  difficult 
s itua tions.
m ight also  benefit from  m ore practice  in  how to in itiate  c o n ta c t 
w ith o th er ch ild ren  w ithou t needing  to reso rt to “fooling a ro u n d ” an d  in  how  
to encourage o ther ch ild ren  w hen they  a ttem p t to build  links w ith him .
m ight benefit from  m ore practice  in how to in itia te  con tac t w ith  
o th er ch ild ren  w ithou t needing  to reso rt to “fooling a ro u n d ” an d  in  how  to 
encourage o th er ch ild ren  w hen they  a ttem p t to build  links w ith him .
FEEDBACK FROM NEW YEAR GROUP
J o d o L  a tten d ed  the  New Year Group, 9 th  January to  2 7 th  February
The group  aim ed to help ch ild ren  to get on w ith one an o th e r an d  
develop new skills in social situa tions.
JocéuL  a tten d ed  all six of the  g roup  m eetings.
W hen J cdCÙl s ta rte d  to a tten d  these  g roups she w as a lready aw are of som e 
of the  different w ays she  could help  herse lf cope in difficult situa tions, b u t 
she  som etim es found it h a rd  to carry  ou t these  stra teg ies consistently . T hus 
if som eone w as teasing  h e r she  could  ignore them  for a  sh o rt tim e b u t found 
th is  difficult to c a n y  on a t  length . As the  w eeks w ent on she  increasingly  
u sed  stra teg ies to ignore or defuse  difficulties, an d  th u s  no t get involved in 
fights. She w as able to rem ain  friendly a n d  en th u s ia s tic  desp ite  som etim es 
having to cope w ith  a ttem p ts  to provoke h e r  anger.
J o d u L  is a n  extrem ely deep th ink ing  a n d  bright girl who w as a n  a s se t to 
the  re s t of the  group  in all the  m eetings. She w as able to th in k  carefully 
a b o u t how she  felt in  different s itu a tio n s  an d  able to a rticu la te  th is  to 
o thers. She w as also sensitive to how  o thers in the  group were feeling an d  
behaving. She w as good a t  m ak ing  friendly app roaches to o thers in the  
group, w as alw ays willing to jo in  in  activities an d  w as particu la rly  good a t 
role plays, w here h e r  evident ac ting  abilities were to the  fore .
She w ould benefit from con tinued  feedback on h e r skills in  different 
situa tions, for exam ple she  responded  well to encouragem ent to notice h e r  
u se  of body language e.g. looking people in  the  eye w hen she  talked  to them . 
She w ould also benefit from  tim e being m ade available to th in k  ab o u t how 
she  feels in  different s itu a tio n s, su c h  a s  w hen people a re  m aking  u n k in d  
personal com m ents, a n d  from  con tinued  encouragem ent to persevere in 
trying ou t different stra teg ies in difficult s itua tions.
FEEDBACK FROM NEW YEAR GROUP
a tten d ed  the  New Year Group, 9 th  January to  2 7 th  February
. The g roup  aim ed to help ch ildren  to get on w ith one an o th e r and  
develop new skills in social situa tions. a ttended  four of the  six
groups, m issing  two because  of ill-health.
cam e to the group w ith a  sense  th a t he h ad  already tried a  lot of 
different so lu tions an d  ideas, b u t felt quite hopeless a t the  possibility of any  
of them  working. He felt it w as no t w orth trying any  more. He also appeared  
initially to feel th a t any  asse rtiveness on h is p a rt w as tan tam o u n t to 
aggression. This placed h im  in a  d ilem m a a s  he w anted  to avoid aggression  
a t all co sts  w hilst also w an ting  to s ta n d  up  for h im self m ore effectively.
The w ay persevered  in com ing an d  trying o u t different techn iques
desp ite  h is sense  of u n ce rta in ty  ab o u t the  benefits of the  group w as very 
im pressive. In the  g roups w as a  helpful a n d  com m itted m em ber,
who w as well able to observe the  ru les  an d  concen tra te  on the  ta sk  in  h ^ d .
As the  group  progressed  s ta rted  to tentatively  p rac tised  new  w ays
of carrying o u t old stra teg ies. For exam ple he role-played saying “no” in  a  
n u m b er of different ways, su ch  a s  “proudly” a s  opposed to “unhapp ily”. He 
found it challenging to try  new w ays of in terac ting  w ith o thers b u t show ed 
signs of progress, an d  w as p leased  w ith achievem ents he  m ade. The fact th a t  
he m issed  two g roups som ew hat lim ited h is  opportun ities to practice  th ese  
skills in the  group.
A ^ w a s  very open w ith  the  o th er m em bers of th e  group an d  p rep a red  to 
^ o w  h is vulnerability . W hilst h is  honesty  is com m endable it m ay be th a t
w ould benefit from  help th ink ing  ab o u t w here an d  w hen it w as b e s t 
to show  h is  vulnerability. He shou ld  be encouraged to develop h is  aw aren ess 
th a t he  is in contro l of w h a t he  reveals to o thers.
It w as to credit th a t  he pe rs is ted  in m aking  a ttem p ts  to form
connections w ith o th ers  in  the  group. He w as good a t  m aking positive 
com m ents to o th ers  a n d  a t  sharing , for exam ple h is  pens, w ith them . He 
m ade good links w ith  the  o th e r g roup  m em bers a n d  becam e a  valued 
m em ber of th e  group.
would benefit from continued encouragement to try new ways of 
himself and to experiment with new strategies for coping with 
difficult situations. Continued support and praise for any attempts he 
initiates, together with promotion of his independent action in order to help 
him be assertive, will help boost his self esteem which is so vital to help 
c ^ n to  the sense of despondency that sometimes feels so overwhelming for
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ACADEMIC DOSSIER
" V
Literature review of research into the organic bases and treatment 
mitrnrne for Attention Deficit «nd Hyperactivity Disorder in children
A ttention deficit an d  hyperactivity d iso rder (ADHD) h a s  been  called 
“the  D iagnosis du  Jo u r” (Bogas, 1997). It is a  te rm  th a t  is u sed  to 
describe child ren  who do no t a ttend , do no t sit still an d  do n o t do 
w h a t they  a re  told. Between 3-6%  of all school-aged children world wide 
are estim ated to be diagnosable a s  having ADHD using DSM IV criteria 
(Barkley, 1997). In the USA, it is estim ated th a t 4.4 % of all school aged 
children are currently  diagnosed w ith ADHD and  being treated  with 
stim ulant drugs (Furm an, 1996). Historically, in Europe far fewer 
children have been diagnosed with ADHD and  prescribed m edication. In 
eight E uropean countries (England, Italy, France, Germ any, Norway,
Sweden, D enm ark and  Finland), the sum  of whose populations is sim ilar 
to th a t of the  USA (273,800 million to 245,100 million), fewer th a n  a  to tal 
of 6,000 children were receiving psycho-stim ulants in 1994 (Furm an,
1996). However, it is thought th a t in Britain ever increasing num bers of 
children are being diagnosed a s  having ADHD and  prescribed m edication 
in response (Taylor, 1996). This had  led some to argue th a t an  “American 
epidemic called Attention Deficit Hyperactivity Disorder” is on its way 
over here (Furm an, 1996; Reid & Maag, 1997).
In the  USA, the  dom inan t view of ADHD is th a t  it is a  d iscrete  d iagnostic  
en tity  w hich is in h eren t to the  individual an d  biological in  origin 
(Tannock, 1998). Yet the  b asis  for th is  conclusion  h a s  been  challenged. 
T hus Reid & Maag (1997) com m ent, “Through literally th o u sa n d s o f  
articles, p resen tations, an ti e^posare in  the  p o p u la r metiia, ADHD h a s  
been reified into a concrete physica l disorder; although there is  no 
conclusive (or in  our opinion compelling) evidence substantia ting th is  
conclusion” (p. 11). It h a s  been  suggested  th a t  the  growing u se  of th is  
d iagnosis, and  the  concom itant increase  in  the  u se  of m edication  to tre a t  
it, is n o t based  on growing knowledge ab o u t the  organic b a se s  of th e
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disorder, no r on the  proven superiority  of d rug  trea tm en t over o th er 
approaches, b u t on a  range of benefits th a t  the  d iagnosis and  
prescrip tion  of m edication provides for p a ren ts  an d  professionals alike 
(Cooper & Ideus, 1995; Ih irm an, 1996,; Maag & Reid, 1997; H inton & 
W olpert, forthcoming). This review will look a t th e  evidence for th is
argum ent.
The lite ra tu re  on the  topic of ADHD grows daily. The Psychlit d a tab ase  
lis ts  over 1000 peer-reviewed articles pub lished  since 1990. A 
com prehensive review of all a ttem p ts  to investigate ADHD is therefore 
n o t feasible. The large lite ra tu re  th a t exam ines th e  cognitive dim ension  of 
the  d iso rder will n o t be reviewed for rea so n s  of space (for a  recen t review 
see Tannock, 1998). This paper will focus on reviewing th e  recen t 
resea rch  (carried o u t since 1990) in to  the  possible biological b a se s  of 
ADHD, an d  in to  the  efficacy of c u rre n t trea tm en t options. It will also 
consider w hat a lternative explanations have been  offered for th e  c u rre n t 
popularity  of th is  d iagnosis and  for m edication a s  th e  p rim ary  trea tm en t
of choice.
The following topics will be reviewed in tu rn :
1) issu e s  in the  classification of ADHD
2) m ethodological issu es
3) evidence for an  organic b asis  for ADHD
4) research  into the  efficacy of existing trea tm en ts  for ADHD
5) the  effects of a  d iagnosis of ADHD, and  prescrip tion  of m edication, 
on p a ren ts  an d  professionals.
Classification of ADHD
At p resen t, there  are two m ain  diagnostic system s th a t  categorise 
children who do no t a ttend , do no t sit still an d  do n o t comply. DSM IV 
and  ICD 10 (American Psychiatric Association, 1994; World H ealth
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O rganisation, 1993). DSM IV categorises a  child a s  having ADHD, 
w hen th a t  child d isplays the  following behaviours: inatten tion , over­
activity a n d /o r  im pulsivity. For the  d iagnosis of ADHD, DSM IV 
p resen ts  a  list of n ine sym ptom s for deficits in  a tten tion  a n d  n ine for 
hyperactivity. Any six in  e ither category m ake possible a  d iagnosis of 
ADHD. These sym ptom s m u st have been  p resen t from early  childhood, 
can n o t be accoun ted  for on b asis  of psychoses or pervasive 
developm ental d iso rders an d  m u s t be displayed a t bo th  hom e a n d  
school (Hinshaw, 1994). It h a s  been  poin ted  o u t th a t all 18 sym ptom s 
are  of a  totally  subjective n a tu re  a n d  th a t  each  could be a sp ec ts  of a  
norm al ch ild’s behaviour (Furm an, 1996). For exam ple, included  are: 
“m akes careless m istakes” an d  “ta lk s  excessively”. No objective c rite ria  
are given fo rju d g in g  w ha t co n stitu tes  “excess” in the  la tte r  case, or 
“care lessness” in the  former.
The ICD 10 criteria  for H yperkinetic D isorder are  less inclusive. The 
DSM IV definition h a s  an  e ith e r /o r  c lause  w ith  regard to hyperactivity- 
im pulsiveness or ina tten tion , w hilst ICD-10 require  both  to be 
observed. This m ean s th a t  while fewer children  are  identified u sin g  
ICD-10, they  ten d  to show m ore severe sym ptom s an d  to have a  w orse 
prognosis (Sergeant & S te inhausen , 1992). As w ith DSM IV, no 
objective c rite ria  are  given fo rju d g in g  the  ex ten t of a  ch ild ’s “over­
activity” or “im pulsiveness”.
The DSM IV criteria  are  widely u sed  in  th e  USA an d  C anada, w hilst 
jQP)_10 definitions were m ore com m only u sed  in  E urope an d  th e  UK. 
However, the  term  ADHD is now in w idespread  use , a n d  the  DSM IV 
criteria  are  increasingly applied in the  UK. It is a  constan tly  evolving 
concept, a s  show n by the  fact th a t  in the  la s t year the  s ta n d a rd  
no tation  h a s  changed from  ADHD to AD/HD. Moreover, there  h a s  
been  an  increasing  in te res t in delineating  different sub types of ADHD. 
B ased on factor analysis and  em pirical stud ies, sym ptom s of
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im pulsiveness and  hyperactivity  m ay be seen a s  being p a r t  of a  single 
c lu s te r a n d  associated  w ith g rea ter r isk  of poor prognosis th a n  
sym ptom s of ina tten tion  (Lahey et al., 1994).
Issu es of categorisation a re  fu rth e r com plicated by th e  high degree of 
co-m orbidity. Betw een 50% -80%  of ch ildren  d iagnosed w ith  ADHD 
also m eet d iagnostic criteria  for o ther d iso rders (Jensen , M artin  & 
Cantwell, 1997). The m ost frequently  observed co-m orbidity is  w ith  
conduct d isorders, a lthough  co-m orbidity w ith em otional d iso rders 
and  learn ing  difficulties is also high.
ADHD, a s  defined by DSM IV, p u rp o rts  to be a n  a-theoretica l sym ptom  
diagnosis. However, ever since Still (1902) first identified a  g roup  of 
ch ildren  w ith  “abnorm al incapacity  for su s ta in ed  a tten tio n  ...[and] 
res tle ssn ess , fidgetiness”, a n d  argued  these  behaviours w ere n o t due 
to child rearing, b u t to inherited  or constitu tiona l factors, is su e s  of 
d iagnosis have been  interw oven w ith  issu es  of aetiology. T hus, w hen  
Bradley (1937) found, by chance, th a t  a  p sycho-stim ulan t, 
am phetam ine , could reduce  levels of hyperactivity  a n d  behavioural 
problem s, th is  s treng thened  the  belief in th e  existence of a  d is tin c t 
problem  and  in its  biological basis.
In th e  1950s an d  1960s, the  d iagnostic category of “B rain  In jured  
Child Syndrom e” w as in troduced , an d  w as quickly m odified to the  
slightly m ore ten tative form “ Minimal B rain  D ysfunction”. T his cam e 
to be applied to child ren  w ith a  wide range of behav ioural an d  
learn ing  difficulties, who, in  m ost cases, show ed no sign of 
neurological dam age. D issatisfaction w ith th is  catch-a ll category led to 
a  redefinition of these  children based  on  th e ir behaviour a n d  n o t on 
supposed  aetiology (Reid, 1995). An increasing  belief am ongst a  
n u m b er of resea rch e rs  th a t  ina tten tion  an d  n o t hyperactivity  w as th e  
key feature  (Douglas, 1992) , led to th e  e stab lish m en t of th e  A tten tion
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Deficit D isorder category in DSM III (American Psychiatric A ssociation, 
1980) .
S u b seq u en t re-form ulations have all been  based  on behavioural 
m an ifesta tions (currently  focusing on ina tten tion , im pulsiveness a n d  
over-activity). T hus, w hilst the  d iagnosis itself does n o t imply cau se  (it 
sim ply describes a  group of ch ild ren  w ho do no t a ttend , do n o t sit still 
a n d  do n o t comply), it h a s  alw ays been  interw oven w ith a rg u m en ts  
a b o u t cause  a n d  trea tm en t. The a sce n d an t assu m p tio n s  of th e  la s t 
decade h a s  been  th a t  a  d iagnosis of ADHD im phes a  biological b a s is  
for th e  d iso rder (Milberger, B iederm an, Faraone, C hen & Jo n e s , 1996; 
T annock, 1998), a n d  th a t  m edication is the  m ost crucial com ponen t of 
any  trea tm en t. It is th e  evidence for th ese  assu m p tio n s  th a t  will be
reviewed below.
Methodological issues
There are  two m ain  a reas  of difficulty th a t  ren d e r problem atic  any  
conclusions based  on existing s tu d ies  in to  the  possible aetiology of
ADHD:
1 ) Problem s of categorisation
-  differences in  definitions
The definition of ADHD h a s  changed over the  p a s t decades a n d  
different coun tries have u sed  different system s of categorisation  (as 
d iscussed  above): This m akes it difficult to com pare findings from  
different stud ies.
-  the problem  o f  co-morbidity
Often s tu d ies  do n o t report on co-m orbid diagnoses of ch ild ren  w ith  
ADHD, m aking  it difficult to com pare a  given sam ple of ch ild ren  w ith  
ADHD w ith o ther sam ple groups in the  lite ra tu re .
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2) Problems of research design 
-lack o f  control groups
Few s tu d ies  have included psychiatric  com parison groups. W ithout 
su ch  control groups, it is im possible to say w hether the  factors th a t  
differentiate ch ild ren  d iagnosed w ith ADHD from  non-diagnosed  
children  a re  specific to ADHD or not. W here stud ies have included 
psychiatric  con tro ls they  have often failed to corroborate th e  specificity
of the  su spec ted  cau sa l agents.
-the problem s o f  interpreting correlations
M uch resea rch  is cross-sectional, w hereby a  group of ch ild ren  a lready  
diagnosed w ith  ADHD is com pared w ith a  group of ch ild ren  no t 
d iagnosed w ith  ADHD in  relation  to a  specific variable (e.g. b ra in  
abnorm alities). Any variable th a t  differentiates th e  two g roups m ay be 
a  consequence ra th e r  th a n  a  cause  of the  disorder.
Before going on  to sum m arise  the  m ain  findings of the  resea rch  
lite ra tu re , one study  will be reviewed in  dep th  to illu stra te  how  som e 
of th e  m ethodological problem s outlined  above im pact on  its  
in terp reta tion .
M ilberger an d  colleagues (1996) se t o u t to investigate th e  role of 
m atern a l sm oking in  the  aetiology of ADHD. They stud ied  a  sam ple  of 
140 boys diagnosed w ith  ADHD together w ith 120 “norm al” boys (6-17 
yrs). B ased  on  m atern a l report they  found th a t  22%  of th e  ch ild ren  
diagnosed w ith ADHD h a d  a  m atern a l h isto ry  of sm oking d u ring  
pregnancy, com pared w ith 8%  of th e  non-ADHD sam ple. From  th is  
they  conclude th a t  m atern a l sm oking m ay con tribu te  to  a n  in creased  
risk  of ADHD in  the  u n b o rn  child. Yet th e  m ethodological 
shortcom ings in  th is  study  m ean  th a t  it is h a rd  to draw  su ch  c lear
conclusions.
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The resea rch e rs  do no t ad d re ss  the  issu e  of co-m orbidity. All the  
ch ildren  d iagnosed w ith ADHD were recru ited  from  child psychiatry  
clinics w hilst th e  ch ild ren  w ithou t ADHD w ere recru ited  from 
paediatric  clinics. W hilst ch ildren  were excluded from th e  s tudy  if they  
h a d  m ajor sensorim otor h an d icap s  (paralysis, deafness, b lindness), 
an  IQ of less th a n  80, au tism  or psychosis, no a sse ssm e n t w as m ade 
of co-m orbidity of o ther psychological d isorder. T hus it m ay be th a t 
th e  ch ild ren  diagnosed w ith  ADHD h a d  a  range of o ther psychological 
difficulties th a t  d ifferentiated them  from  the  “norm al controls.
No psychiatric  control group w as included . T hus it is im possible to say  
w hether the  differences betw een the  two g roups reflect differences 
betw een child ren  w ith a  range of em otional an d  behavioural problem s
and th ose  w ithout, rather than  being specific to ADHD.
The findings a re  essentially  corre lations betw een one variable 
(m aternal sm oking during  pregnancy) a n d  an o th e r (diagnosis of ADHD 
in th e  child). Some possible m ediating  fac to rs w ere controlled for in 
the  s tudy  - socioeconom ic s ta tu s , m ate rn a l ADHD, p a te rn a l IQ and  
p a te rn a l ADHD. However it m ay be th a t  factors o ther th a n  th e  effects 
of n icotine on foetus m ay explain th e  correlation  found. It could be 
argued  th a t  th e  association  is due  to som e in tervening  factor su ch  a s  
m atern a l m en tal s ta te  or levels of s tre ss  a t  th e  tim e of p regnancy  a n d  
early childhood, w hich m ight influence bo th  sm oking behaviour an d  
ch ild-rearing  practice. A lternatively it m ay be th a t  m atern a l reporting  
of sm oking du ring  pregnancy  is re la ted  in  som e w ay to  having a  child 
being seen  a t a  child psychiatric  u n it. For exam ple a  m o ther 
d istressed  by h e r ch ild’s difficult behav iour a n d  search ing  for a n  
explanation  m ay be m ore likely to ad m it to sm oking du ring  pregnancy  
th a n  a  m o ther w ithou t a  child d iagnosed  a s  having ADHD.
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In reviewing th e  research  below the  m ethodological issu e s  ra ised  above 
will be born  in  m ind.
Evidence for an  organic b a s is for ADHD 
Efficacy of m edication
B ecause m edication (particularly  the  u se  of p sycho-stim u lan ts su c h  as  
m ethylphenidate) h a s  been  found effective in helping children  
diagnosed w ith ADHD to a tten d  better, it h a s  come to be a ssu m ed  th a t  
the  underly ing  cau ses  m u s t therefore also be organic (e.g. M ilberger et 
al., 1996). Yet th is  is a  non  sequitu r: it is know n th a t su ch  m edication  
will enhance  m ost people’s ability to a ttend , concen tra te  or sit still, 
regard less of w hether they  “have ADHD” or no t (Taylor, 1996).
Correlation with physical trauma
Taylor, Sandberg, Thorely and  Giles (1991) found th a t  pe rina ta l 
problem s (delay in s ta rtin g  breath ing , jitte riness, se izures a n d  th e  
need for special care nursing) and  developm ental delay were m ore 
com m on in children w ith hyperkinetic d isorder th a n  in  norm al 
ch ildren  or those w ith lesser degrees of a tten tion  deficit. This led th em  
to argue th a t there  m ay be a  biological b asis  for the  disorder. However, 
they  did no t com pare degrees of tra u m a  in children w ith  o ther 
psychiatric  d iagnoses, no r did they  allow for o ther factors th a t  m ight 
m ediate increased  risk  of trau m a, su ch  a s  p a re n ts  w ith  psychological 
p roblem s or low socio-economic s ta tu s .
B rain  abnorm alities in children w ith ADHD
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In th e  la s t five years there  have been  an  increasing  n u m b er of s tud ies  
th a t  explored w hether b ra in  abnorm alities exist in ch ildren  d iagnosed 
w ith ADHD. The m ost com m on m easu res u sed  have been MRI sc an s  
an d  EEG recordings (C astellanos et al., 1994; Filipek et al., 1997). For 
exam ple, Filipek et al. (1997) com pared a  group of 15 boys (m ean age 
= 12.4 years) w ith 15 non-psych iatric  contro ls (m ean age = 14.4 
years). They found th a t  the  righ t pre-fron tal cortex w as sm aller in th e  
boys diagnosed w ith ADHD. These findings are  taken  to su p p o rt the  
theoretical m odel th a t  abnorm al fron ta l-stria ta l function  m ay occur in 
child ren  w ith ADHD (Barkley, 1997). However, they  u sed  non-clin ical 
controls, an d  the  difference m ay be accoun ted  for by th e  age difference 
betw een the  control group an d  the  children  w ith ADHD.
E lectroencephalography (EEG) s tu d ies  have tended  to investigate a  
p a rticu la r segm ent of p a rtic ip a n ts ’ EEG p a tte rn , know n a s  th e ir  P300 
wave. This is generated  w hen an  individual is a ttend ing  to an d  
d iscrim inating  a  p a rticu la r event, a lthough  its  relation  to cognition 
an d  behav iour is unclear. C hildren diagnosed w ith  ADHD h a d  longer 
P300 la tencies th a n  non-clin ical controls, suggesting th a t  com pletion 
of s tim u lu s  evaluation  tak es  longer for individuals w ith  ADHD 
(Klorman, 1991). However the  re su lts  a re  variable. For exam ple, Taylor 
et al. (1993) com pared 32 children  diagnosed w ith  ADHD (m ean age -  
8.8  years) w ith 32 non-clinical ch ildren  (m ean age = 1 1 .8  years). They 
found th a t  the  ch ildren  w ith ADHD h a d  m ore vairable response  tim es, 
b u t  were no t generally slower th a n  the  control group. Moreover, P300 
abnorm alities have been  found in o ther d isorders, su ch  a s  
sch izophren ia  an d  au tism  (S trandburg  e t al., 1994).
T hus, w hilst these  s tud ies  suggest there  are  som e differences betw een  
children  w ith  ADHD and  children  w ithou t a  psychiatric  d iagnosis, th e  
specificity of th is  finding in relation  to ADHD h a s  yet to be estab lished . 
Even if fu rth er stud ies, using  children  from a  clinical popu lation  a s  a
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control group, were to estab lish  th is  specificity, the  aetiological 
im plications w ould rem ain  unclear. A bnorm alities in  b ra in  s tru c tu re  
and  function  can  occur a s  the  resu lt of genetic, horm onal or 
environm ental factors - or, indeed, an  in teraction  betw een them .
Family aggregation stud ies
There is evidence of a  h igher incidence of ADHD am ongst first degree 
relatives of ch ildren  w ith ADHD (Faraone & B iederm an, 1994). This is 
tru e  even w hen psych iatric  control g roups are  u sed  (Biederm an, 
Faraone, Keenan, S teingard, & T suang, 1991). This h a s  been  tak e n  as  
indicating  a  genetic, biological b asis  to ADHD. However, su ch  fam ilial 
c lusterings could be understood  in term s of shared  environm ental 
factors (such a s  sh a red  cu ltu re  or family relationships) , ra th e r  th a n  in 
term s of genes. Twin an d  adoption stud ies are  th en  referred to, to  help 
differentiate betw een the  effects of these  different factors.
Adoption an d  tw in s tud ies
One s tudy  com pared 111 pa irs  of biologically related  siblings w ith  221 
p a irs  of un re la ted  siblings, a s  well a s  w ith a  group of 94 adop tees w ith 
no siblings (Van der Cord, Boom sm a, & V erhulst, 1994). Evidence of a  
strong  genetic com ponent w as obtained: 47%  of the  variance in  
relation  to pa ren ta l ra tings of a tten tion  problem s on th e  Child 
Behaviour C hecklist (Achenbach, 1991) w as obtained, w ith  no 
significant sibling in teraction  or shared  environm ental effects.
Twin s tud ies  of ADHD, using  com parison of m o n o ^ g o tic  (MZ) a n d  
dizygotic (DZ) concordance ra tes, have show n higher concordance 
ra te s  for MZ th a n  DZ tw ins,. From  th is  it h a s  been  concluded th a t  
there  is a  large genetic com ponent to ADHD. However th is  type of 
research  a ssu m es th a t the  shared  environm ent of MZ tw ins is n o t
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greater th a n  th a t  of DZ tw ins. This a ssu m p tio n  is likely to  be an  
oversim plification, a n d  m ay lead to e rroneous conclusions ab o u t th e  
relative im portance of genetic a n d  environm ental influences (Plomm, 
Owen & McGuffin , 1994).
S herm an, McGue a n d  lanaco  (1997) exam ined a  com m unity  sam ple 
of 194 monozygotic tw ins a n d  94 di:^gotic m ale tw ins (age 11-12) and, 
found th a t  concordance ra te s  for ADHD were g reater for MZ th a n  DZ 
tw ins according to b o th  m other a n d  teach e r report. However there  
w ere differences betw een the  teach e rs  an d  m o thers  in how  they  ra ted  
th e  children. T eachers’ ra tings yielded m odera te  MZ (53%) and  DZ 
(37%) concordance ra te s , w hereas m o th e rs’ ra tin g s ind icated  a  h igh  
MZ (67%) and  zero DZ concordance for ADHD. This suggests th a t  
w hilst genetic factors m ay have a  role in  the  aetiology of ADHD ra te r  
b ias  effects m ay also be operative. They concluded th a t  a  m odel th a t  
included  additive genetic a n d  n o n sh a red  environm ent factors provide
the  b est fit for the ir da ta .
T hus, there  does seem  to be som e evidence of genetic influence - b u t 
w h a t exactiy is  inherited  rem ains obscure. It could, for exam ple, be  a  
tendency  to ina tten tion , or it could be a  p ropensity  to respond  to 
fam ilial s tre ss  w ith  inatten tion . The suggestion, on th e  b asis  of th ese  
resu lts , th a t  there  m ay be a  single gene responsib le  for ADHD h a s  n o t 
been  validated  in  th e  lite ra tu re . (Tannock, 1998). The fact th a t  only 
51%  of MZ co-tw ins of ADHD p ro b an d s will them selves have ADHD 
a tte s ts  to the  role of environm ent (Goodm an & Stevenson, 1989).
Sum m ary
D espite a  large, a n d  ever growing lite ra tu re , th e  review above su g g ests  
th a t  there  is  little conclusive evidence of a  uniform  underly ing  
biological cau sa l agen t for ADHD. Yet th e  d iagnosis is  com m only seen
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to p resuppose  a  biological origin, an d  h a s  led to the  w idespread  
assu m p tio n  th a t  m edication alone is necessary  to tre a t th is  condition 
(Reid & Maag, 1997). In reviewing th e  research  into th e  possible 
trea tm en t approaches, below, the  extent to w hich th is  a ssu m p tio n  is
justified  by the  lite ra tu re  will be d iscussed .
Efficacy nf treatm ent for ADHD in children
Psycho-stim ulants have been the m ost studied form of intervention m  the 
literature (Barklay, 1997). The use  of m ethyl-phenidate h a s  been found to 
resu lt in imm ediate short term  im provements in concentration and  
im pulse control (Maag & Reid, 1994). However, the research  literature 
suggests th a t m edication should no t be seen a s  a  cure and  should no t be 
u sed  in isolation w ithout employing educational and  behavioural 
strategies (Kewley 1995). It does no t improve academ ic perform ance m  
the  long-term, and  there are  known to be side-effects to m edication for 
some children - including suppression of appetite, insom nia and  lethargy 
(British Psychological Society, 1996).
Research suggests th a t m edication p lu s psychological therapy is m ore 
beneficial th an  medication alone (Target & Fonagy, 1995). Satterfield, 
Satterfield and  CantweU (1981) looked a t m ulti-m odal treatm ent, 
com pared w ith brief treatm ent and with stim ulant m edication alone, m  a  
group of 6-12 year old hyperactive boys. The actual com ponents of 
treatm ent were individually tailored and  modified a s  necessary (reflecting 
r i in ir a l  practice), and  m ight include individual psycho-dynam ic 
treatm ent, family therapy, paren t training, social case work, group 
therapy or educational intervention. Families were treated for up  to three 
years. It w as found th a t longer trea tm en t (at least two years), w as 
associated with greater improvement on a  variety of relevant m easu res of 
ad justm ent and behaviour. A later report (Satterfield, Satterfield, & 
Schell, 1987) carried ou t a  nine-year follow up, com paring m ulti-m odal
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treatm ent w ith stim ulan t m edication alone. They found th a t the  group 
who h ad  received m ulti-m odal intervention were doing better on a  wide 
range of outcom e m easures. For example, of the young adu lts who had  
been prescribed m edication alone, 30%  h ad  a t least two a rrests  for 
felonies. Only 7% of those who h ad  received m ulti-m odal intervention
had  the sam e level of arrests.
However, there is precious little conclusive research  on w h id i 
p^cholog ical intervention strategies are m ost effective w ith children 
diagnosed w ith ADHD. Cognitive therapy, in particu lar self-m structional 
training (M eichenbaum & Goodman, 1971) h a s  generated the largest 
research literature, b u t the resu lts rem ain disappointing, particularly  for 
children u n d er 11 years old (Dush, Hirt & Schroeder, 1983). Moreover, 
there appears to be a  lack of generalisation of the  skills learn t (Kendall, 
1993). To date, the m ost prom ising interventions th a t have been 
researched have used  behaviour therapy techniques focusing on the  
consequences of a  child's behaviour, using  positive reinforcement, 
response costs an d  behavioural reduction strategies.
A review of 115 intervention stud ies (Fiore, Becker, & Nero, 1993) 
suggests th a t m any different psychological approaches are being 
examined, including: behavioural modification (such a s  the u se  of 
positive reinforcem ent, behaviour reduction strategies and  response cost 
an d  paren t or family training), cognitive behavioural techniques (such a s  
self-instructional training, problem  solving, cognitive restructu ring  and  
social skills training) and  environm ental m anipulation. However the  
effectiveness of these strategies appears to rem ain open to interpretation.
Sum m ary
R esearch  to date  suggests th a t th e  u se  of m edication m ay im prove th e  
sym ptom s of ch ildren  w ith ADHD, b u t is  n o t a  “cu re”. The rea so n s
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w hy it he lps rem ain  debatable. Therapy alongside m edication ap p ea rs  
to be m ore effective th a n  m edication alone, b u t little is ye t know n of 
w hich psychological therap ies to use . It would seem  th a t  increased  
d iagnosis of ADHD a n d  prescrip tion  of m edication is n o t based  on  
m ajor advances in te rm s of trea tm en t. O ther possible exp lanations for 
th e  increasing  popularity  of th e  d iagnosis will now be d iscussed .
Tbp effects of diagnosis and prescription of medication
The conflation of the  ADHD diagnosis w ith organic acco u n ts  of the  
cause  of the  difficulties, a lluded  to above, m ay be a  significant factor 
in  accoun ting  for the  c u rren t popularity  of th e  diagnosis. In p a rticu la r, 
th e  d iagnosis seem s to free p a ren ts  and  teachers alike from 
responsibiUty a n d  b lam e for th e  child 's behaviour - it h a s  been  called 
th e  “d iagnosis of forgiveness” (Reid & Maag, 1997) - a n d  it m ay un loc 
th e  door to powerful benefits for p a re n ts  a n d  professionals alike 
(Hinton & W olport, forthcom ing).
For those  diagnosed a s  having ADHD there  m ay be im p o rtan t 
advantages. Cooper (1997) po in ts o u t th a t  no tions of the  stigm atizing 
n a tu re  of disability  labels, and  the ir u se  a s  in s tru m e n ts  of social 
control an d  suppression , a re  increasingly anach ron istic . ADHD 
sufferers a re  increasingly self-defined a s  a  group. A d iagnosis of ADHD 
is seen a s  a  definition of a  problem  w hich frees the  individual from  
being seen  a s  m orally responsib le  for the ir behaviour, a n d  m ay also 
free th e  p a re n ts  of ch ildren  w ith su ch  behaviours from  blam e for th e ir  
child 's behaviour (Furlong & Long, 1986). The developm ent of p a re n t 
a n d  ad u lt sufferer m ovem ents, su ch  a s  CHADD (Children and  A dults 
w ith  A ttention Deficit Disorder) in  the  USA an d  groups like LADDER in  
th e  UK, are a  reflection of th e  w ay in w hich a  d i^ n o s is  of ADHD can  
be seen a s  a  b a s is  for providing individuals w ith access to resources.
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In particu lar, bo th  of these  g roups have cam paigned  for increased  
access to pharm acological in tervention  for sufferers.
It m ay be th a t, once th e  ADHD label is a ttach ed , a n d  m edication 
prescribed , th e  p a re n ts  feel relieved of responsib ility  for the ir child  s 
behaviour, a n d  can  also feel free to forgive th e  child for h is  or h e r  
“bad” behaviour. Evidence for th is  is  provided by a  recen t s tudy  by 
W right (1997), in  w hich she interview ed 16 p a re n ts  w hose ch ild ren  
h a d  been p rescribed  R italin following a  d iagnosis of ADHD. She found 
th a t  the  response  by th e  p a re n ts  to a  d iagnosis of ADHD an d  th e  u se  
of R italin w as overwhelmingly positive. Several p a re n ts  com m ented 
spon taneously  th a t  the  d iagnosis helped  them  to see th e ir chüd  a s  n o t 
"naughty” or “bad”, a n d  th a t  they  felt they  them selves h ad  been  freed 
of blam e by th e  diagnosis. The m ajority  of p a re n ts  s ta ted  th a t  they  
w ished a  d iagnosis h a d  been  m ade earlier. “We felt we w ere on tria l 
u n til proven innocen t” one p a re n t reported  (p. 54).
No evidence ex ists a s  to how  children  perceive th e  d iagnosis of ADHD 
or the  u se  of Ritalin.
For th e  diagnosing h ea lth  professional, th e  d iagnosis of a  specific 
d iso rder m ay seem  to provide a  tidy  encapsu la tion  of a n  a rray  of 
difficult behaviours th a t  a re  h a rd  to w ork  w ith . By diagnosing  ADHD, 
th e  professional m ay feel gratified a t being able to p resen t h im  or 
herself a s  a n  “expert” in  possession  of th e  co rrect techn ical knowledge, 
an d  by being able to provide th e  “forgiveness” w hich th e  p a re n ts  so 
often crave. There m ay be im plications for m edical p rofessionals in  
p a rticu la r in  respect of power gains to be m ade (Cooper Ss Ideus,
1995). Also, reach ing  th e  d iagnosis of ADHD opera tes for the  
professional a s  th e  gateway for p rescrip tion  of d rugs w hich m ay  help  
child ren  enorm ously - a  fact w hich itself m ay be a ssu m ed  by all 
concerned  to confirm  th e  “accuracy” of th e  diagnosis.
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For teachers, again  there  m ay be a  n um ber of rea so n s  w hy ADHD h a s  
becom e su c h  a  popu lar label. In a  m an n er sim ilar to p a ren ts , teach e rs  
m ay feel less b lam ed w hen th is  diagnosis is provided, for th en  it m ay 
seem  th a t  it is  no t the ir teach ing  or classroom  m anagem en t th a t is 
cen tra l to th e  difficulties p resen ted  by the  chUd, b u t th e  child s  own 
condition th a t  is  causing  th e  problem . The label can  be seen  a s  a  w ay 
of explaining to o thers bo th  inside school and  in  the  ou tside  w orld th a t  
th e  ch ild ’s difficulties a re  separa te  from, no t caused  by, any  aspec t of 
the  school environm ent.
There m ay be o ther powerful g roups th a t  benefit from  increasing  u se  
of the  d iagnosis of ADHD. It h a s  been  rem arked  upon  th a t  the  
m an tu fac tu re rs  of R italin provide cash  g ran ts  and  in -k ind  services to 
su p p o rt g roups such  a s  CHADD (Furm an, 1995). The m an u fac tu re  of 
such  d ru g s  is, of course, a  m ulti-m illion dollar industry . A significant 
proportion of th e  incom e of th e  Am erican Psychiatric  A ssociation is 
derived form  its  publications, prom inently  including  th e  sales of th e  
DSMs a s  well a s  its  professional jo u rn a ls , extensively suppo rted  by 
advertising by the  pharm aceu tica l in d u stiy , a s  repo rted  m  the  
A ssociations Psychiatric News (1995).
Conclusion
It w ould appear th a t  the  cu rre n t beliefs th a t  a  d iagnosis of ADHD 
im plies th e  existence of a n  underlying organic problem , a n d  th a t  
m edication is a  “cure”, are  no t based  on  th e  resea rch  lite ra tu re . It does 
ap p ea r th a t  in ou r c u rre n t cu ltu re  th e  d iagnosis of ADHD, a n d  the  
su b seq u en t prescrip tion  of m edication, confers a  range of advan tages 
upon  p a re n ts  and  professionals alike, a lthough  the  advan tages to th e  
child rem ain  less clear. It is these  advan tages for p a re n ts  an d
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professionals th a t  m ay accoun t for the  growing u se  of th is  d iagnostic  
category, a n d  of m edication to tre a t ch ild ren  once diagnosed.
The increasing  n u m b ers  of ch ildren  being given th e  label of having 
ADHD, an d  being prescribed  m edication, in relation  to behaviour 
w hich is a s  yet little understood , m ay m ean  th a t  a  n u m b er of ch ild ren  
are being trea ted  inappropriately . In the  light of o u r c u rre n t s ta te  of 
knowledge, one w ay forward th a t  h a s  been  suggested is to replace a  
d iagnosis of ADHD w ith a  functional analysis (Maag & Reid, 1996).
Such  an  approach  involves detailing individual-specific deficiencies 
w ith in  the  child an d  w ithin  the  environm ent, th a t  in terfere w ith  th e  
p roduction  of socially appropria te  behaviour. S uch  an  approach  
ren d ers  d iagnosis irrelevant. It m akes explicit th e  im plicit tautology 
in h eren t in th e  c u rre n t diagnosis, nam ely  th a t  it sim ply describes a  
range of difficult behaviours. This w ould n o t ru le  ou t the  possibility  of 
m edication, b u t the  reaso n s for it w ould have to be clarified w ith  th e  
family (e.g.. th a t  it lim ited m otoric activity ra th e r  th a n  it w as seen  to 
rectify a  know n organic im balance).
Howrever, such sui approach \vouW nut provkkÜiebenehtsidenÜGed
8Lb()ve eis (:uirrenü:r aicczruing to par,erits ancl iDrrtÜGSssicxnals; follcrwring a  
d iagnosis of ADHD. If clinical w ork is to advance in th is  a rea , it m ay 
be th a t  these  benefits have to be recognised an d  fam ilies, for exam ple, 
have to be freed from  blam e in som e way, w ithou t th e  necessity  for a n  
in tervening diagnosis. If the  a rgum en t advanced  above is  correct, it 
ind icates th a t  clin icians m ay need to be m ore a ttu n e d  to th e  is su e s  of 
blam e an d  exoneration in therapy  generally. In seeing child ren  w here  
th e  possibility of ADHD h a s  been  raised , cau sa l exp lanations m u s t be 
disen tangled  from  the  application of th e  category “ADHD”, an d  is su e s  
of possible aetiology should  be separa te ly  explored w ith  the  family. 
Until th is  is carried  out, p a re n ts  w ith  ch ild ren  w ith these  so rts  of 
difficulties m ay well feel th a t one of the  only w ays they  can  escape
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being blam ed is by a  d iagnosis of ADHD for the ir child. Only w hen  a  
non-d iagnosis of ADHD is no longer seen by p a ren ts  a s  im plying a  
d iagnosis of blam e in  relation  to them , is there  likely to be an  
opportun ity  to explore m ore fru itfu l w ays to a sse ss  a n d  help  ch ild ren  
who do n o t a ttend , do n o t sit still an d  do n o t comply.
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T u^rp tn re  r e v ie w  of factors a ffccting drop out, from  trea tm en t in ch ild
mpntfll h ea lth  services
The degree of th e problera
R esearch, prim arily  carried  o u t in the  U nited S ta tes, ind icates th a t  
betw een 40-60%  of all ch ild ren  who en te r trea tm en t leave 
“prem aturely” - th a t  is, w ithou t prior agreem ent w ith  th e  trea tm en t 
providers - a n d  do no t re tu rn  w ithin th a t  clinical episode (Kazdin,
1996).! S tud ies conducted  in  B rita in  suggest a  sim ilar p a tte rn  of drop 
out. Cottrell, Hill, W alk, D eam aley an d  lero theou (1988) stud ied  100 
consecutive cases referred to a  child m en tal h ea lth  team  and  found  
th a t  63%  dropped o u t of trea tm en t. Thom as an d  H ardw ick (1989) in  
the ir a u d it of 112 eases referred to a  child guidance clinic found th a t  
11% never a ttended , 21%  a tten d ed  once and  23%  a tten d ed  twice.
Drop o u t from  therapy  can  be seen  a s  one of a  n u m b er of w ays th a t  
ch ildren  are “filtered” o u t from receiving m en tal h ea lth  care (Wolpert 8s 
F redm an, 1994; 1996.). Epidemiological stud ies in  B rita in  suggest 
th a t  betw een 7-14%  of ch ildren  in  the  general popu lation  have 
psychological problem s severe enough to w arran t referral for 
psychological help (Richm an , S tevenson, & G raham , 1982; R utter, 
Tizard, Yule, G raham , & W hitm ore, 1976). Yet only a  tiny  percen tage 
of these  are  ever seen by m ental h ea lth  p rofessionals (9-10%) 
(Richm an et al., 1982; R u tte r e t al., 1976). Of these , 40-60%  drop o u t 
of trea tm en t (Kazdin, Holland, Crowley, & B retton , 1997). T hus th e  
v ast m ajority  of ch ildren  identified in  epidemiological surveys a s  in
service.
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need of psychological help, either are never offered treatment by 
mental health professionals, or do not complete treatment once begun.
The nature of the problem
Dropping out of treatment has sometimes be taken as synonymous 
with treatment failure (see Kazdin, 1996 for a discussion of this issue). 
Yet, to assume that all patients that drop out of treatment are failures 
is to be guilty of “Clinic-centrism” (Ambruster & Kazdin, 1994). Clients 
who drop out need not necessarily be seen as treatment failures, but 
may indicate that the client’s goals , as opposed to the therapist’s, 
have been met (Viale-Val, Rosenthal, Cirtiss, & Marohn, 1984). Nor 
can it be assumed that clients who drop out necessarily view the 
service negatively. Farley, Peterson and Spanos (1975) found that that 
88% of families who had dropped out of treatment, when contacted, 
said they would recommend the service to others.
However, even in the light of the above, drop out from services can be 
seen to be a serious problem for the following reasons:
• those who drop out are less likely to improve than those who remain 
in treatment (Kazdin, Mazurick, & Siegel, 1994; Prinz & Miller,
1994; S an tis teb an  et al., 1996; Szapoczhik e t al., 1998)
• there may be a h i g h  cost i n  terms of remediable morbidity (Emison,
1986). Children who drop out of outpatient treatment may be more 
likely to end up receiving in-patient care. Outpatient services that 
maintain children in their own homes may be preferable to the more 
costly alternative of hospitalisation (Schaefer & Swanson, 1988). 
Reducing attrition rates in outpatient services may have a 
preventative function in addressing clinical issues before a crisis is 
precipitated, leading to hospitalisation.
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dropping o u t of trea tm en t increases the  costs of providing the  
clinical service an d  reduces the  efficiency of the  service (as 
appo in tm en ts are  m issed  th a t  could have been  occupied by 
som eone else) (Larsen, Nguyen, Green, & Atkisson, 1983).
. c lien ts w ho drop o u t of trea tm en t a re  frequently  experienced by staff 
a s  evidence of personal failure a n d  m ay con tribu te  to low staff 
m orale (Novick, B enson, & R em bar, 1981).
» High drop o u t ra te s  can  jeopard ise  research  findings. Since the  
pu rpose  of resea rch  is  to draw  experim entally valid inferences ab o u t 
th e  intervention, th e  loss of cases can  affect th a t  in te rp re ta tio n  of 
re su lts  in  te rm s of group differences (A rm buster & Kazdin, 1994).
The ex ten t of research
Drop o u t from  ad u lt services h a s  received considerably  m ore a tten tio n  
th a n  drop o u t from  child services. It h a s  been  estim ated  th a t  only 1- 
2%  of all s tu d ies  of drop o u t focus on children  an d  ado lescen ts 
(Pekarik & S tephenson , 1988).
The factors m ost stud ied , a s  potentially  affecting drop o u t ra te s  in 
rhild  services, have been  those rela ted  to charac te ristics of the  
referred family, a lthough  some charac te ristics of the  child a n d  of th e  
service have also been looked a t (A rm buster & Kazdin, 1994). Only in  
the  la s t decade h a s  there  been  th e  beginnings of in te res t m  looking 
system atically  a t p rocess factors in  rela tion  to service u p tak e  in  child  
services. In particu lar, Kazdin e t al., (1997) have recently  proposed  a  
m odel of trea tm en t up tak e  th a t  conceives fam ilies a s  facing m ultip le  
b a rrie rs  th a t  m ay im pede partic ipa tion  in  trea tm en t. These b a rrie rs  
include factors arising  from; the  ch arac te ris tics  of th e  family, th e
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service a n d  th e  th e rap eu tic  process. Kazdin a rg u es  th a t  it is im p o rtan t 
to s ta r t  to consider th e  w ay these  factors m ight in te rac t w ith  each  
o ther, cum ulatively or otherw ise, if a  m ore soph istica ted  m odel of drop 
o u t from  child m en tal h ea lth  services is  to be achieved.
Reviewing the  lite ra tu re  on th is  topic will involve;
1) an  analysis  of th e  difficulties of carrying o u t research  in  th is  a re a
2) an  overview of w h a t th e  lite ra tu re , since 1980, suggests a re  the  
factors th a t  influence drop o u t after being seen  on  a t lea s t one
occasion ^
3) a  review of s tu d ies  of clinical initiatives designed to reduce  drop  o u t 
ra tes.
Difficulties of researrb into drop out 
Defining drop out
Differences in  definitions of w h a t c o n stitu te s  “dropping ou t” of 
trea tm en t m ake it h a rd  to com pare betw een stud ies . A “drop o u t” c an  
be defined a s  anyone w ho leaves th erap y  a t  any  po in t betw een a n  
initial referral, a sse ssm e n t a n d  trea tm en t. D ifferent resea rch e rs  have 
adopted  different c rite ria  for determ in ing  w hen  a  child  is  sa id  to have 
dropped o u t of trea tm en t. Garfield (1989) defines drop o u t a s  
w ithdraw al from  trea tm en t after one o r m ore th erap y  sessions. He 
te rm s those  who com plete a n  “evaluation” b u t do no t proceed w ith  
therapy  a s  “refu sers”. However a  c lear dem arcation  line betw een 
a sse ssm e n t (or “evaluation”) an d  trea tm e n t is often n o t m ade in  
clinical p ractice, particu larly  w hen  a  psychodynam ic or faimly 
system ic app roach  is being taken . Cottrell e t al. (1988) d ifferentiate
currently operating.
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betw een “n o n -a tten d e rs” (those who were offered a n  appo in tm en t b u t 
did n o t appear), “im m ediate drop o u ts” (those who a ttended  once),
“late  drop o u ts” (those w ho a ttended  m ore th a n  once) a n d  agreed 
d ischarges” (those w ho con tinue  or com plete therapy).
Different resea rch e rs  have also tak en  different s tan ces on how the 
rea so n s  given for term ination  of therapy  influence w hether a  child is 
deem ed to have “dropped o u t”. Access to services for ch ild ren  is 
a lm ost invariably m ediated by a d u lts  - principally the ir p rim ary  carer. 
T hus a  r h i l d  “dropping o u t” of trea tm en t can n o t be tak en  to reflect th e  
w ishes of th e  child them selves. A child n o t con tinu ing  w ith th erap y  is 
generally th e  re su lt of behaviour on the  p a rt of an  adu lt. On the  whole, 
p a re n ts  do n o t inform  the  th e ra p is t th a t  they are  “dropping ou t” of 
trea tm en t - th e  decision is inferred by the  th e rap is t b ased  on the  
family repeatedly  n o t a tten d in g  trea tm en t appo in tm ents. However, 
w hen fam ilies do inform  th e ra p is ts  of the ir reaso n s for stopping, 
resea rch e rs  vary in  how they  tre a t th is  inform ation. For exam ple, 
R ichm ond (1992) excludes fam ilies from drop-out s ta tu s  if th e ir  
p rem atu re  term ination  is for su ch  “logistic rea so n s” a s  m oving o u t of 
town or conflicts w ith  w ork schedules. However, th is  begs th e  question  
of w hat qualifies a s  a  logistic reason  a n d  a ssu m e s the  lack  of su ch  
reaso n s  w here there  h a s  been  no com m unication  w ith th e  service.
nomparing between samples
The u se fu ln ess  of s tu d ies  th a t  look a t d rop  o u t is  lim ited because  of 
difficulties com paring re su lts  garnered  from  different clinical 
populations. In assess in g  th e  rela tionsh ip  betw een socio-dem ographic 
factors a n d  drop out, for exam ple, it is difficult to com pare a  s tu d y  of a  
relatively hom ogenous inner-city  clinic (Gould, Schaffer, & K aplan, 
1985) w ith  a  study  of m ultiple u rb a n  and  ru ra l clinics (Weisz , W eisz,
& Langmeyer, 1987).
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Differences between studies in terms of the age groups of the children 
looked at, or the types of presenting problem explored, are rarely 
addressed when the results of different studies are explored.
Differences in  services m ay also m ake it h a rd  to com pare betw een 
stud ies. Services vary a s  to how to differentiate betw een “a sse ssm e n t 
a n d  “trea tm en t” a n d  how m any sessions need  n o t to be a tten d ed  
before th e  family is  n o t offered fu rth e r appo in tm en ts and  is deem ed to 
have dropped ou t. Services also vary in  te rm s of th e  explicitness w ith  
w hich it is  decided w hether fam ilies shou ld  or should  n o t com e back .
For exam ple, it is  relatively com m on practice  in  family th erap y  to offer 
th e  family a  fu rth e r appo in tm ent, b u t  to say they  can  cancel it if they  
w ish. If they do n o t a tten d  b u t do n o t cancel, shou ld  th is  be coun ted  
a s  drop o u t o r term ina tion  by consen t?  Often, differences in  referral 
an d  in take  p rocedures a re  n o t reported  in  th e  s tu d ies  (A rm buster & 
Kazdin, 1994).
The problem s of correlation
M uch of th e  research  in  th is  field looks for correlation  betw een th e  
independen t variable (drop out) a n d  a  dependen t variab le  (e.g. socio­
econom ic sta tu s). All too often, if a  correlation  is found, it is  a ssu m e d  
th a t  th e  dependen t variable c au se s  varia tion  in  th e  independen t 
variable. Yet variables th a t  m ight show differences are  n o t to be 
confused w ith  underly ing  processes. For exam ple even if socio- 
econom ic s ta tu s  were found to differentiate consisten tly  betw een th o se  
who drop o u t of trea tm en t and  those  w ho do no t, su ch  a  finding w ould  
n o t explain w hy th is  should  be the  case. P rocesses assoc ia ted  w ith  
c lass (such a s  ch ild-rearing  p ractices, difficulties in tran sp o rta tio n , 
c lash  of belief of a  given c lass w ith  th o se  w ho provide trea tm en t) all
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need to be identified, a n d  the ir role in  con tribu ting  to th e  finding 
explored.
One pap er will be looked a t in  dep th  to h ighlight som e of the  
m ethodological issu es  th a t  m ake resea rch  into th is  a re a  so difficult. 
Weisz, W eisz and  Langm eyer (1987) sough t to explore w he ther 
ch ildren  w ho dropped o u t from  child psychotherapy  differed from 
those who stayed in  trea tm en t. They exam ined 304 chüdren  and  
young people (6-17 years) each  referred to one of n ine m en ta l h ea lth  
clinics. One h u n d red  a n d  sixty six children dropped o u t of therapy  
a n d  1 3 8  com pleted therapy . The groups were com pared on 
dem ographics, on Child B ehaviour C hecklist scores, on D epression  
Inventory scores, on th e rap is t age and  sex an d  on p a re n t perception  of 
the  clinic an d  of the  child. No reliable group differences w ere found  
from w hich th e  resea rch e rs  conclude th a t  there  m ay be no  difference 
betw een “dropou ts” an d  “com pleters .
In th is  s tudy  “d ropou ts” were defined a s  cases  w here th e  ch ild ren  a n d  
the ir fam ilies h a d  com pleted a n  in take  procedure b u t  h a d  no t 
appeared  for any  sessions after th a t. O ther resea rch e rs  have term ed  
th is  group “refusers” , lim iting th e  term  “d ropou ts” to those  who 
u n d ertak e  a t  least one session  of therapy  a n d  th en  do n o t come b ack  
(Garfield 1989). This m akes it h a rd  to com pare th e  re su lts  of th is  
s tudy  w ith those of o ther s tu d ies  w hich did find significant differences 
betw een drop ou ts an d  com pleters b u t  w hich u sed  different defin itions 
of w hat constitu ted  drop o u t (e.g. Kazdin et. al 1997).
The children  in  the study  ranged in  age from  6-17  y ears  an d  w ere 
assigned  to a  to ta l of 61 different th e ra p is ts  in  n ine m en tal h e a lth  
clinics, four located in  u rb a n  d istric ts  an d  five in  ru ra l locations. The 
resea rch e rs  suggest th a t th is  diversity helped in su re  th a t  the  finding  
did n o t reflect idiosyncratic charac te ristics  of any  single th e rap is t.
88
clinic or location. However it also m ean s th a t  factors perta in ing  to 
drop o u t in  a  p a rticu la r clinic or in relation  to a  p a rticu la r th e rap is t 
will have been  lost. The large age range m ean s th a t  any  differences in  
reason  for one age group dropping o u t of trea tm en t a s  opposed to 
an o th e r m ay be obscured .
This s tudy  h ighlights the  difficulty of draw ing any conclusions th a t  a re  
likely to apply  to all ch ildren  an d  fam ilies regard less of age, locality or 
problem  type an d  ind icates the  need  for m ore specific s tu d ies  th a t  
explore how the  com plex in terac tion  betw een child, family and  clinic 
factors con tribu te  to affecting u p tak e  of service.
In reviewing the  research  findings below, a tten tio n  will be paid to th e  
m ethodological lim itations th a t  m ake these  s tud ies  so h a rd  to 
in te rp re t an d  com pare.
F actors associated  w ith dron o u t from  child m en tal h ea lth  services 
Fam ilv charac te ristics
A ttem pts to u n d e rs ta n d  who d rops o u t of trea tm en t, a n d  why, have 
trad itionally  focused on charac te ristics of th e  family. The following 
family factors have been  investigated:
i) Socio-economic s ta tu s  o f  th e  r e f  erred  fa m ily
Some stu d ies  have suggested th a t  fam ilies w ith lower socio-econom ic 
s ta tu s  m ay be m ore likely to drop o u t of trea tm en t th a n  those w ith  
h igher socio-econom ic s ta tu s  (Kazdin, 1990; Kazdin, M azurick & B ass,
1993). However, several s tu d ies  have found no rela tion  betw een socio­
econom ic s ta tu s  and  dropping o u t (Gould e t al., 1985; Weisz e t al.,
1987). Some stud ies  have found th a t  h igher socio-econom ic s ta tu s  
p red ic ts drop o u t (Singh, J a n e s , & Schech tm an , 1982). The p a tte rn  of
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re su lts  acro ss  th ese  different s tud ies suggests th a t  the  im pact of 
socio-econom ic s ta tu s  m ay vary w ith  th e  poin t of drop out. For 
exam ple, one s tudy  no ted  th a t  m ore of th e  h igher socio-economic 
fam ilies of ado lescen ts referred for psychodynam ic psycho therapy  k ep t 
initial appo in tm ents, com pared to lower socio-economic fam ilies, b u t 
th a t  fewer h igher socio-econom ic s ta tu s  fam ilies rem ained  in 
trea tm en t once begun (Viale-Val et al., 1984).
Even if it w ere to becom e possible to tease  o u t the  differential w ay in  
w hich c lass affects service u p tak e  a t different poin ts, the  m echan ism s 
w hich lead these  factors to p red ict drop o u t w ould rem ain  unclear. 
Socio-economic d isadvantage is associated  w ith a  range of factors 
th a t  m ay them selves be the  causative  agen t - difficulties accessing  
tran sp o rt to th e  clinic, m ore severe child and  a d u lt physical and  
m en tal h ea lth  problem s, and  p a re n t expectations likely to be 
d isc repan t w ith  those of the  clinic staff (Kazdin e t al., 1997). These 
charac teristics , alone or in com bination, m ight be the  b asis  for 
dropping o u t th a t  underlies low socio-economic s ta tu s  a s  a  factor.
ii) E thnicity
Minority groups have been found to have significantly higher rates of 
drop out from therapy than non-minorities, in some studies (Novick, 
Benson, & Rembar, 1981; Viale-Val et al., 1984). However other 
studies found no association between ethnicity and drop out (Pekanck 
& Stephenson, 1988; Singh et al., 1982; Weisz et al., 1987). Ethnicity 
may affect drop out differently at different phases of treatment. Viale - 
Val et al.. (1984) found that black families dropped out of treatment 
more frequently than white families, but that white families were more 
likely not to attend their first appointment than black families, when 
socio-economic status was controlled for.
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W here differences have been  found betw een e thn ic  groups in relation  
to drop out, these  m ay no t be due  to m inority  s ta tu s  per se, b u t ra th e r  
m ay reflect a  m ism atch  of services or reflect an  incom patibility of 
c u ltu ra l/e th n ic  views betw een those  who receive and  those who 
provide services (Cheung & Snow den, 1990). F laskerud  (1986) found 
th a t  e th n ic /ra c ia l differences betw een clinician and  client, and  
location of the  agency ou tside  the  e th n ic /ra c ia l com m unity, all p red ict 
drop out. In addition  to issu es  of differences in  language a n d  general 
cu ltu re , there  m ay be specific issu e s  in  relation  to beliefs ab o u t 
therapy. E thn ic  com m unities m ay feel it is particu larly  sham efu l to 
seek  psychological help, or m ay feel it is m ore appropria te  to seek  the  
help of trad itional or e thn ic  m edicine (Yeh, T akeuchi, & Stanley,
1994).
Hi) Fam ily com position
In the majority of studies that looked at this issue, single parent 
families have been found to be more likely to drop out (Cottrell et al., 
1988; Kazdin e t al., 1993 an d  Novick e t al., 1981). W here the  referred 
child is under five, families with larger numbers of children may also 
be more likely to drop out than families with smaller numbers of 
c h i l d r e n  (Pekarik 8& Stephenson, 1 9 8 8 ) .  Whether these results reflect 
the fact that these families face greater physical barriers to accessing 
treatment than other family types, or some other mechanism, has not
been determ ined.
iv) Parental a ttitu d es  to trea tm en t
The m ajority of s tud ies  have concluded th a t  a  crucial factor in 
trea tm en t u p tak e  is the  p a re n ts ’ positive a ttitu d e  tow ard, and  
m otivation to partic ipa te  in, therapy  (Cottrell e t al., 1988; Pekarik  & 
S tephenson , 1988; Singh et al., 1982 and  Viale-Val et al., 1984). 
However, veiy different m eans have been  u sed  to m easu re  th is  factor.
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Kazdin e t al. (1997) - u sing  a  questionnaire  th a t  a sse ssed  p a re n ts ’ 
perceptions of factors th a t prevented them  a ttend ing  therapy;
“B arriers to trea tm en t partic ipation  scale (BTPS) found th a t  th e  
perceived relevance of trea tm en t w as the  dom ain th a t  d istingu ished  
m ost clearly betw een com pleters and  drop ou ts. However, w hen 
M ason, W atts and  Hewison (1995) looked a t p a re n ts ’ views an d  
expectations of therapy  - by sending  o u t questionna ires to all first 
tim e o u tp a tien t referrals to a  psych iatris t, asking, am ong o ther th ings, 
w hether they  agreed w ith  the  referral to see a  p sych ia tris t - a tten d an ce  
w as n o t predicted  by w hether the  p a ren t th o u g h t the  child shou ld  be
seen  by a  p sych ia tris t or not.
The differences betw een th ese  two stud ies m ay be accoun ted  for by th e  
fact th a t  M ason et al. asked  p a re n ts  prior to therapy  for th e ir views, 
w hilst Kazdin e t al., a sked  them  a t the  end  of therapy . T hus, th e  BTPS 
could be seen  to be m easu ring  n o t so m uch  the  p a re n ts ’ a ttitu d e s  to 
therapy  generally, b u t the ir response  to the  p a rticu la r th erap y  they
h ad  received.
v) Parental s tr e s s  a n d  m ental hea lth  d ifficu lties
P aren ta l s tre ss  h a s  been  found to be associated  w ith  h igher ra te s  of 
drop o u t (Kazdin, 1990a). W hen ten  life events were recorded in  one 
study , divorce one year prior to referral predicted  drop o u t (Novick e t 
al., 1981). Severity of p a ren ta l m en tal health  p roblem s h a s  been  
positively associated  w ith  drop o u t ra te s  in  som e s tu d ies  (Gould e t al., 
1985), b u t  n o t in o thers (Kazdin, 1990a; Singh et al., 1982).
rViilH rhflracteristics
i) Age o f  child.
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D espite the  fact th a t  c lin icians frequently  repo rt th a t  ado lescen ts are  
m ore likely to d rop  o u t of trea tm en t th a n  e ith e r ch ildren  or ad u lts , 
th is  is n o t borne o u t by th e  resea rch  findings (Gould et al., 1984; 
Viale-Val et al., 1984). Age h a s  n o t been  found to be a  p red ictor of 
drop o u t (Weisz e t al., 1987).
ii) H istory o f  p rev io u s  p sych ia tr ic  trea tm en t
The m ajority of s tu d ies  th a t looked a t th is  issue  found th a t  previous 
psychiatric  trea tm en t of th e  child w as assoc iated  w ith low ra te s  of 
drop o u t (Viale-Val e t al., 1984). However, w hen  phase  of trea tm e n t 
w as takpn in to  accoun t, ado lescen ts w ith  no previous psych iatric  
trea tm en t w ere m ore likely to d rop  o u t du ring  the  a sse ssm e n t p h ase , 
w hüe those  w ith previous trea tm en t were m ore likely to fail th e ir first 
appo in tm en t or d rop  o u t du ring  th e  trea tm en t phase  (Viale-Val et al.,
1984). One s tudy  found no  association  betw een previous trea tm e n t 
a n d  drop o u t ra te s  (Pekarik & S tephenson , 1988)
Hi) Severity  o f  ch ild ’s  sym ptom ato logy
Som e s tu d ies  have found th a t  ch ild ren  w ith  m ore severe conduct 
d iso rder an d  delinquen t behaviour have been  found to be m ore likely 
to drop o u t of trea tm en t p rem atu re ly  th a n  those  w ith  less severe 
difficulties. (Kazdin, 1990b). O ther s tu d ies  have n o t found a  
rela tionsh ip  betw een drop o u t a n d  severity of problem s (Gould e t al.,
1985).
iv) Child’s  attitude to treatm ent
Few s tu d ies  have exam ined th e  referred ch ild ’s a ttitu d e  to trea tm en t. 
One s tu d y  th a t  did a ttem p t to explore th is  issue  in  rela tion  to 
ado lescen ts referred for individual psychotherapy, ra ted  the  
ado lescen ts’, a n d /o r  th e ir p a re n ts ’, a ttitu d e  in  a  p re-m eeting  
telephone con tac t (Viale-Val et al., 1984). A negative a ttitu d e  w as
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judged  to exist w hen  th e  ado lescen t a n d /o r  p a ren t “denied the  
problem s’ a n d  did n o t “acquiese” in the  recom m endation for trea tm e n t 
(p. 586). A negative a ttitu d e  to trea tm en t w as found to rela te  to 
increased  risk  of drop out. The resea rch e rs  do no t report how  the  
reactions w ere ra ted , no r w hether in te r-ra te r reliability w as 
estab lished . Nor do they report in  how m any cases it w as the  
ado lescen t them selves th a t w as spoken to, and  in how m any  cases  it 
w as the ir p a ren t. Given these  lim itations in  m ethodology, no firm  
conclusions can  be draw n on the  b asis  of th is  study.
Service characteristics
i) Referral source
Findings from  s tu d ies  rela ting  to referral source have been  
contradicto iy . Some s tu d ies  have no ted  a  positive correlation betw een 
referral by a  school a n d  drop o u t from  trea tm en t (Gould et al., 1985). 
O thers have found th a t  p a ren ta l self-referral h a s  been  found to p red ic t 
dropping  o u t of trea tm en t (Singh et al., 1982). Yet o thers have found  
no re la tionsh ip  betw een referral source an d  dropping o u t (Cottrell e t 
al., 1988; G a r b e r  & Tom sciolo, 1990; Pekarik & S tephenson , 1988).
The con trad ic to iy  findings in  rela tion  to th e  im pact of referral source 
on  drop o u t ra te s  have been  explained in  a  n u m b er of w ays. One 
suggestion  is th a t th is  variable in te rac ts  w ith o ther factors (as yet 
unidentified). C onsisten t w ith th is  view is the  finding th a t  a  h is to iy  of 
p a ren ta l m en ta l h ea lth  problem s in  com bination w ith  a  school referral 
pred icted  increased  drop o u t ra te s  (Gould et al., 1985).
ii) T ype o f  trea tm ent o ffered
The p a tte rn  of findings in  relation  to the  effect of trea tm en t fac to rs on  
drop o u t is  unclear. P atien ts seen  m ore frequently  th a n  once a  w eek 
have been  found to be less likely to drop o u t of trea tm en t (Viale-Val e t
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al., 1984). However, o ther s tu d ies  found m odality u n re la ted  to 
a ttrition  (Pekarick & S tephenson , 1988).
Hi) Locality o f  clinic
Living fu rth e r away from the  clinic w as found to be associated  w ith  
dropping o u t of trea tm en t by Novick et al. (1981). However, o ther 
stud ies have found no rela tionsh ip  betw een d istance  a n d  a ttrition  
(Weisz e t al., 1987).
iv) P rofessional background  o f  th era p is t
This issu e  h a s  been  little stud ied . W hat research  there  is  found th a t  
psychologists and  social w orkers in one clinic h ad  m uch  lower drop 
o u t ra te s  th a n  p sych ia tris ts  in th e  clinic (Pekarick & S tephenson ,
1988). However, th is  m ay have reflected differences in caseload  a s  
m uch  a s  differences in  approach .
Process factors
i) C ongruence b e tw e e n  fa m ily  a n d  th era p is t v iew s  
Fam ilies a re  m ost likely to con tinue  to a tten d  clinics if there  is good 
m atch ing  of the  fam ilies’ expectations w ith  clinic expectation (Burck, 
1978; Cottrell e t al., 1988). M ason et al. (1995) looked a t  p a re n ts ’ 
views of th e  n a tu re  of the  problem  com pared  w ith  th e ra p is ts ’ views in 
relation  to trea tm en t up take . They coded view of the  m ain  problem  
into eight descriptive categories. T herap ist an d  p a ren t w ere trea ted  a s  
having congruen t views if the ir view of the  problem  fell in to  the  sam e 
category. It w as found th a t  there  w as h igher a tten d an ce  w here views 
were congruen t, b u t th a t  th is  w as no t sta tistica lly  significant (77 /o vs
59%).
ii) Positive therapeutic  alliance
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Poor th erap eu tic  alliance h a s  been im plicated in p rem atu re  
term ination  am ong a d u its  (c.f. Mohl, M artinez, Ticknor, H uang, 8s 
Cordell, 1991), b u t little stud ied  in relation to children (Green, 1996).
A n u m b er of suggestions have been  m ade by clinicians ab o u t how 
therapeu tic  alliance, or “engagem ent”, m ay influence service u p tak e .
In p articu lar, it h a s  been  argued  th a t the  degree to w hich p a re n ts  feel 
b lam ed or criticized by th e ra p is ts  m ay influence the  likelihood of th e ir 
rem aining  in th erap y  - the  m ore blam ed they feel,the m ore likely they  
m ay be to drop o u t (Reimers & Street, 1993). However th is  h a s  n o t 
been em pirically tested .
A recen t a ttem p t to s tudy  the  rela tionsh ip  betw een th erap eu tic  
alliance an d  th erap eu tic  outcom e in o u tp a tien t child psychiatry  found 
th a t there  w as a  positive association  betw een the  two (as m easu red  by 
questionnaire  responses). However, no a ttem p t w as m ade to look a t 
drop o u t in relation  to th erap eu tic  alliance (Green, 1996).
The con tribu tion  of th e  different factors to drop ou t ra tes
Kazdin et al. (1997) carried  ou t a  study  of 260 children referred for 
o u tp a tien t cognitive-behavioural trea tm en t for conduct d isorder. 
M ultiple charac teristics, know n from prior research  to pred ict poor 
partic ipation  in trea tm en t were assessed  a t in take. Partic ipation  m  
trea tm en t (7-10 m on ths a s  pre-agreed w ith families a t the  o u tse t of 
treatm ent) w as evaluated  con tinuously  over tim e, un til fam ilies 
dropped o u t or com pleted trea tm en t. At the  end of trea tm en t, p a re n ts  
an d  th e ra p is ts  were a ssessed  by independen t ra te rs  u sing  the  
“B arriers to trea tm en t participation  scale” (BTPS). This questionnaire  
a sk s  ab o u t four p rincipal types of barrier: s tre sso rs  an d  obstac les th a t 
com pete w ith trea tm ent; trea tm en t dem ands ; perceived relevance of 
trea tm en t; and  rela tionship  w ith therap ist.
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The re su lts  ind icated  th a t, w here the p a ren ts  perceived trea tm en t a s  
irrelevant to th e ir needs, saw them selves a s  having a  poor th e rap eu tic  
alliance w ith  th e ir th e rap is t a n d  perceived them selves a s  experiencing 
m ultiple s tre sso rs  during  therapy  (as ra ted  by either th e  p a re n ts  
them selves or th e ir therap ist), th a t family w as m ore likely to drop ou t 
of trea tm en t th a n  fam ilies w ith low scores on these  d im ensions.
Scores on th e  BTPS were no t so highly correlated w ith  m easu res  of 
family an d  child factors, or critical life events, a s  to m dicate th a t  the  
rela tionsh ip  betw een scores on th e  BTPS an d  drop o u t can  be 
explained in  te rm s of these  o ther factors alone.
There w ere several lim itations to th is  study. Only fam ilies of ch ild ren  
w ith conduct d iso rder were included. These fam ilies are  charac te rised  
by h igh  ra te s  of clinical dysfunction, socio-economic d isadvantage a n d  
m ultip le sources of s tre ss  (Kazdin, 1995). T hus, th e  findings can n o t 
necessarily  be a ssu m ed  to apply to o ther popu lations of fam ilies. 
Moreover, a s  d iscussed  above, the  BTPS w as adm in istered  a t  th e  end  
of therapy , a n d  th u s  m ay have reflected the  ju stifica tions of those  w ho 
h a d  decided to term inate  prem aturely . However, even w ith these  
lim itations in m ind, it w ould ap p ear th a t  p a ren ta l percep tions of 
therapy  a n d  th e  therapeu tic  alliance m ay affect drop o u t ra te s , in  
addition to charac te ristics of th e  family or service.
Relatively few s tu d ies  have a s  yet investigated w hether in tervening  on 
any of these  d im ensions prom otes staying in  therapy . Those s tu d ies  
th a t  have been  u n d e rtak en  will be reviewed below.
P.linir.fl1 initiatives to try to reduce drop out rates 
Providing ethnic-specific services
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Yeh et al. (1994) compared drop out rates after the first session for 
Asian-Americans (n = 489) seen for out patient treatment in mental
h e a l t h  c e n t r e s  e s p e c i a l l y  designed to m eet the  needs of th e  A sian
com m unity  w ith drop o u t ra te s  of Asian A m ericans (n = 423) seen  m  
m ainstream  m en ta l h ea lth  o u tp a tien t services. The e thn ic  specific 
services consisted  of four services th a t h ad  been  set u p  to m eet the  
needs of e thn ic  m inorities. The s tudy  found th a t  c lien ts seen  a t e thn ic  
specific services were five tim es less likely to drop o u t after a  first 
session  th a n  those  seen  in  m ain stream  services. This w as tru e  even 
w hen dem ographic differences in th e  two groups (such a s  age of child 
an d  level of functioning a t adm ission) were controlled for.
Yeh et al. note th a t  these  re su lts  need  to be trea ted  w ith  som e cau tion . 
The cen tre  type variable is a  com plex one, a n d  it is n o t possible on  the  
basis  of th is  s tudy  to determ ine w h a t factors were responsib le  for the  
resu lts . Yeh e t al. focus on e thn ic  m atch ing  betw een th e ra p is ts  a n d  
p a re n ts  a s  a  likely factor. However, it m ay be o ther factors are  
involved. For exam ple, th e  staff a t th e  specific cen tres m ay be m ore 
en th u siastic , m ore com m itted or b e tte r  tra ined  th a n  th e  staff a t  
m ain stream  cen tres - these  factors were no t stud ied . Also the  
ch ildren  were n o t random ly assigned  to the  cen tres. A lthough som e 
variables were controlled for (age an d  diagnosis), it is n o t possible  to 
a ssu m e  th a t  the  popu lations did n o t differ in  som e o th er significant 
w3.y (such 3.S a.ttitud.6 to thcrupy).
P h a n ging familv expectations of trea tm en t
Prinz an d  Miller (1994) looked a t 147 fam ilies of boys (aged 4-9) w ith 
conduct problem s. They random ly assigned  fam ilies to s ta n d a rd  family 
therapy  focusing exclusively on p a ren ta l m anagem ent, o r to a n  
“enhanced” family trea tm en t th a t  also prom oted frequent d iscussion  of
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ad u lt issu es  (e.g. job  s tress, personal worries, family issues). The 
com bined trea tm en t led to significantly less a ttrition  th a n  p a ren t 
tra in ing  alone (29% vs 47%  respectively).
The aim  of th is  study  w as to te s t the  assertion  th a t  p a re n ts ’ tac it 
expectations of the  trea tm en t process critically affect drop ou t from 
social learn ing  family trea tm en ts . The enhanced  family trea tm en t w as 
supposed  to provide “g rea ter a tten tion  to p a re n ts ’ tac it expectations 
abou t the  trea tm en t p rocess” (p. 645). However the  re su lts  are 
confounded by the  fact th a t the  enhanced  trea tm en t could 
a lternatively be charac terised  a s  providing therapy  for p a re n ts  
alongside family therapy.
Improving the therapeutic alliance
W hilst there  have been  a  n u m b er of successfu l efforts to develop 
in terventions to reduce a ttrition  ra te s  in ad u lt psychotherapy  by 
im proving the  th erap eu tic  alliance (Kournay, G arber, & Tom usciolo, 
1990), few controlled s tud ies  have been  u n d e rtak en  w hich exam ine 
w hether clinical in terventions designed to improve th erap eu tic  a lliance 
are  related  to reduced  a ttrition  ra te s  in therapy  w ith children  an d
families.
Szapocznik and  colleagues have developed in tervention  techn iques 
w ithin  th e  conceptual fram ew ork of b rief s tra teg ic  th erap y  (M inuchin 
1974) for u se  w ith H ispanic fam ilies of adolescen t d ru g -u sers , in  an  
a ttem p t to increase  the  n u m b ers  of those who com pleted trea tm en t 
(Szapocznik et al., 1988; S an tis teb an  et al., 1996). Special engagem ent 
techn iques include early con tact by phone in  w hich each  m em ber of 
th e  family w as spoken to, potential obstacles to a tten d an ce  a re  
d iscussed  an d  ta sk s  for different m em bers were set. The special 
engagem ent condition w as com pared to th e  u su a l clinic p rocedure  in
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two random ised  tria ls. The re su lts  of the  first tria l ind icated  th a t  m any  
m ore cases th a t  received the  special engagem ent procedure com pleted 
trea tm en t (75% vs 25%) (Szapocznik et al., 1988). However, the  re su lts  
of the  second, larger, tria l indicated  th a t, w hilst fam ilies in the  special 
engagem ent condition were m ore likely to a tten d  the  first 
appoin tm ent, they  were no m ore likely to com plete the  trea tm en t th a n  
those in the  control group (S antisteban  et al., 1996).
Conclusions
R esearchers have concen tra ted  largely on charac teristics  of fam ilies 
th a t m ay affect drop out, su ch  a s  socio-econom ic s ta tu s , e thn icity  an d  
pa ren ta l a ttitu d e s  to therapeu tic  in tervention. The findings of these  
stud ies are often inconsisten t, an d  are  h a rd  to in te rp re t because  of the  
m ethodological an d  conceptual lim itations of the  research . R ather 
th a n  look a t global characteristics , su ch  a s  “socio-econom ic s ta tu s ” or 
“ethnicity” of families, it appears  m ore advan tageous to u n p a ck  th e  
range of factors th a t  m ay accoun t for the  correlation som etim es found 
betw een these  charac teristics an d  drop o u t ra tes. W hilst the  
lim itations of K azdin’s m odel of the  “B arriers to trea tm en t 
partic ipation” have been  noted  above, su ch  an  approach  does provide 
a  usefu l way forward to exam ine how a  range of factors in te rac t to 
prevent children receiving the  full range of help on offer from  child 
m en tal hea lth  services.
W hat is needed now is m ore detailed investigation of w ha t p rocesses in  
therapy  m ay relate  to drop out. In particu lar, the  role w hich the  
therapeu tic  rela tionsh ip  m ay play in determ ining  drop o u t ra te s  w ould 
ap p ear to w arran t fu rth er investigation. R esearch th a t  analyses 
a ttem p ts  to reduce drop o u t ra tes, suggests th a t  in terven tions th a t
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enhance  th e  th erap eu tic  rela tionsh ip  m ay som etim es be efficacious in  
reducing  p rem atu re  term ination  from trea tm en t. F u rth e r controlled 
stud ies need  to be u n dertaken .
The clinical im plications of the  lite ra tu re  are  th a t  it m ay be im p o rtan t 
to develop services th a t  take  in to  accoun t the  po ten tial b a rrie rs  to 
partic ipa ting  in  th erap y  th a t face fam ilies referred for help. Possible 
w ays to enhance  the  fam ily-therapist rela tionsh ip , in o rder to reduce 
drop out, include: the  estab lishm en t of services th a t  a re  designed to 
relate to the  specific needs of a  given com m unity; g rea ter explicit 
in te res t in  w h a t fam ilies w an t a n d  fear from  therapy  a t  th e  o u tse t of 
trea tm en t an d  increased  con tact w ith fam ilies p rio r to th e  s ta r t  of 
trea tm en t; possibly by phone. It is likely th a t  only by developing 
innovative w ays to im prove th e  rela tionsh ip  betw een clin icians an d  the  
fam ilies they  seek to help can  th e  m axim um  n u m b er of ch ild ren  come 
to benefit from th e  range of services on offer from child m en ta l h e a lth
provision.
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ABSTRACT
This study investigates whether specified child characteristics 
(sex, type of problem and age of child), parent characteristics 
(social class and ethnic group), and referrer characteristics 
(length of experience and type of practice of GP), influence the 
referral decisions of parents and professionals. 211 parents, 
36 GPs and 38 clinical psychologists completed questionnaires 
containing descriptions of different children exhibiting a 
variety of psychological sympt o m s . Subjects were asked questions 
about their likely response to the child described in the 
vignette. These questions were designed to elicit information 
about attitudes and behaviours related to the referral process.
Results suggested that age of child and type of problem presented 
significantly affected subje c t s ’ responses, whilst sex of child 
did not. Ethnic group of parent significantly influenced their 
responses, whilst their social class did not. Years of experience 
of GP and type of practice significantly influenced GP responses. 
The main findings were: psychologically disturbed 10 year olds 
may be more likely to reach child mental health services than 
psychologically disturbed 3 year olds; children presenting with 
conduct disorder cause more concern to their parents than those 
with emotional disorder; Asian parents are less worried about 
psychologically disturbed children than European parents and GPs 
with less than 10 years experience are more likely to refer a 
child immediately to a mental health professional than those 
with more than 10 years experience. The implications of the 
results for an understanding of the referral process are 
discussed, and suggestions for clinical practice and further 
research are put forward.
[249 words]
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INTRODUCTION
1.1.Purpose of study
This study investigates factors influencing the referral of pre­
pubertal children to psychological services. Children reach 
mental health services after many stages in a referral process. 
First, their parents or carers have to decide that they are 
concerned enough about a child’s behaviour to consult a 
professional. This professional must then decide whether or not 
to refer on to a mental health specialist. Selective bias could 
occur at any stage of this referral process. This study is 
intended to shed light upon the factors which might influence 
the ultimate referral of children to mental health professionals. 
A finding of systematic biases influencing referral would have 
important implications for service planning and provision.
1.2 Modelling the referral process
1.2.1 Goldberg and Huxley’s model of the referral process.
Goldberg and Huxley (1980) have developed a model to depict the 
different stages that must be passed through before an adult 
attends psychiatric services. Their model consists of five 
levels, starting with the population of psychiatrically disturbed 
individuals in the community and going through to the population 
of patients in inpatient psychiatric care, (See Figure 1, p.2).
Figure 1: Goldberg and Huxley’s model of the "Pathway___tp
Psychiatric Care"
LEVEL 1
LEVEL 2
LEVEL 3
LEVEL 4
LEVEL 5
PRIMARY CARE PATIENTS
THE COMMUNITY
"illness behaviour"
"diagnosed as 
psychiatrically ill by GP"
V
CONSPICUOUS PSYCHIATRIC MORBIDITY
'referral to psychiatrist"
OUTPATIENT PSYCHIATRIC CARE
'admission to inpatient
facilities"
INPATIENT PSYCHIATRIC CARE
Goldberg and Huxley point out that in order to pass from one 
level to another it is necessary to pass through a "filter". A 
filter can be thought of as the route that connects one level of 
care with another. For example, the route between level 3 and 
level 4, (see Fig.l), is via referral by a GP to psychiatric 
services. They argue that each route or filter is selectively 
permeable, so that some individuals are more likely to pass 
through than others, and suggest that the key people in deciding 
who shall pass through are the patient and the family doctor.
1.2.2.Adapting Goldberg and Huxley’s model to the referral of 
children
Goldberg and Huxley developed their model in relation to adult 
psychiatric services only. The present research applies and 
adapts this model to help conceptualise the stages involved in 
children’s "pathways to psychological care" (See Fig.2, p . 3).
Figure 2: "Pathways to Psychological Care for Children" based
on Goldberg and Huxley’s model.
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LEVEL lb
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PRIMARY CARE PATIENTS
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OUTPATIENT PSYCHOLOGICAL CARE
Each stage in this adapted model will be described below to 
highlight the salient points.
Level 1 : Children with psychological problems in the community
It is clear that there is a large discrepancy between estimated 
prevalence rates of childhood psychological problems based on 
community surveys, and the numbers of children actually seen by 
psychologists and other mental health professionals. In 
population studies, such as that carried out by Richman et al. 
(1982), 14.3% of 3 year old non-immigrant children in a London
Borough were judged to have behaviour problems severe enough to 
warrant referral to child mental health services. 'Yet at follow- 
up, aged 8 years, only 9% of the original children identified
as the "problem group" had been taken by their families to child 
guidance services because of concern about their behaviour, and 
in most of these cases contact had been brief and for assessment 
purposes only.
Similarly in Rutter’s Isle of White Study (1976), of the 7% of 
10 to 12 year olds judged to havp psychological problems severe 
enough to cause them social handicap, only 1 in 10 were actually 
under psychiatric care, and the majority were receiving no help 
whatsoever.
Given these high levels of discrepancy surprisingly little 
research has been carried out to look at what factors determine 
which children receive psychological help and which do not.
Level la : Children with psychological problems who have aroused 
parental concern
The child’s parents can be seen as playing a key role in deciding 
which children pass from the population of disturbed children in 
the community to those who are eventually seen by a mental health 
professional. Thus it was thought necessary to add level la, 
parental concern, to Goldberg and Huxley’s original model.
Research suggests that a prime discriminating factor between 
referred children and non-ref erred controls is parental anxiety 
and desire for help rather than any simple correlation with the 
severity of symptom (Bailey and Garralda 1989). Levels of 
parental concern and the wish for professional help may 
themselves be determined by the severity of the child’s 
behavioural disturbance, but they may also be affected by other 
factors, such as the parents view of the efficacy of 
psychological services, their cultural and socio-economic 
background and their previous experiences. Thus it is important 
to be aware of parent variables in looking for factors 
influencing referral of children with psychological problems.
Level lb : Children with psychological problems who have elicited 
the involvement of a professional
Primary health care and non-medical professionals play a central 
role in the referral of children. The G.P. is not invariably the 
first professional contacted, as is implied to be the case in 
Goldberg and Huxley’s model for adult pathways to psychological 
care. Thus level lb, involvement _ of professional, is included in 
the revised model. For example, the significant influence that 
teachers exert on parental decisions to seek child mental health 
consultations has been well demonstrated by Lurie (1974), In 
their recent study of parental consultations to GPs about child 
behaviour problems, Bailey and Garralda (1989) found that half 
the parent sample had already consulted other sources of help 
before contacting their G P . The majority of these were 
educational services, including headteachers, and educational 
welfare officers.
Level 2 : Children with psychological problems who are seen in
primary care
There is some evidence that children identified in community 
studies as having significant behaviour problems present at their 
GP with somatic symptoms more frequently than children without 
behaviour problems. Garralda and Bailey (1986) found that 23% of 
children attending a GP practice showed psychological 
disturbance, although in only 8% of cases was the behaviour 
disturbance given as the main reason for visiting the G.P. Thus 
GPs may play a crucial role in diagnosing a child as 
psychologically disturbed when the parents themselves have not 
identified the child’s behaviour as such as a cause for concern.
Level 3 : Children with psychological problems who have been
diagnosed as psychologically disturbed by their GP 
In his survey of child psychological problems in primary health 
care practices in America, Earls (1980) found a prevalence rate 
of 24% of children consulting their GP for somatic problems were 
judged by a psychologist to have significant behavioural 
problems. Of these only 29% were referred on to child mental
health services. In their British study, Garralda and Bailey 
(1986) also highlighted the high rates of psychological 
disturbance amongst children aged between 7 and 12 years old 
attending a primary health care practice : (23%). They contrasted 
this with the small percentage of children referred on to 
psychiatric services, (8%), and commented on how little is known 
about the factors determining whether a child is identified as 
in need of psychological help (level 3, Fig.2), or the 
determinants of the decision to refer on to specialist services,
(level 4, F i g .2).
Level 4 : Children with psychological problems who are being seen 
for outpatient psychological treatment
The policy of the service providers themselves can influence the 
permeability of the service to different children. Service 
providers are often not just the passive recipient of referrals 
but play an important role in telling potential referrers what 
constitutes an appropriate referral and what does not. Thus 
agencies shape the referral practice of referrers by the type 
of referral they accept.
The potential pathways to psychological care available to a child 
and his or her parents may vary between different geographical 
areas. For example, different mental health service appear to 
have different primary sources of referral. A recent study of 
referral to a child guidance clinic found that the majority of 
referrals, 34%, came from educational sources, with 24% coming 
from medical sources, whilst 28% arose from self-referral by 
parents, and the remaining 14% came from social services 
(Richards 1990). In contrast, Thomas and Hardwick (1989), in 
their study of referral to a child mental health service in 
Dorset, found that 64% of referrals were from GPs and only 5.4% 
from parents. They suggested that clinics develop idiosyncratic 
referral patterns. These may depend on the type of service being 
offered and the policy of the service providers.
Thus it can be seen that for children the key people in deciding 
who shall pass through each filter are generally the parents of 
the designated "problem child", the primary professionals 
involved (eg the G P , the child’s teacher or a social worker), 
and, finally, the specialist mental health professionals 
themselves.
1.2.3.Clinical implications of the model
Each filter between the various levels in the model may be 
selectively permeable to different groups of children. For 
example, children of different ages, classes and sexes may be 
more or less likely to pass through a given filter. This research 
aims to look at some of the factors that may be affecting the 
permeability of the filters to different groups of children. It 
would be important to determine if systematic biases were 
operating on the basis of certain child, parent, or GP variables.
1.3 Overview of research into factors affecting referral of 
children to child mental health services
In surveying the literature concerning factors affecting the 
referral of children to psychological services, each potentially 
relevant variable will be looked at in turn. In each case 
relevant epidemiological data (ie relating to the population of 
children identified at level 1: the community. Fig.2) will be
given first and then any data on referral rates (ie relating to 
the population of children identified at level 4; Outpatient 
psychological care, in Fig.2) will be stated. The reasons for any 
discrepancies between these two populations will then be 
explored. Since the referral of pre-pubertal children is the 
focus for this study, issues concerning the referral of 
adolescents and adults will only be covered where relevant to 
this topic.
1.3.1 Child Variables
a) Severity of symptom
Garralda and Bailey (1988) found that severity of symptom did 
significantly correlate with GPs tendency to refer. This is 
consistent with Langner et al . ’ s ( 1974) New York study which 
showed that more severely psychiatrically impaired children were 
more likely to be referred. This is in accord with the 
recommended criteria for referral to mental health professionals, 
(Kessel 1963).
There have, however, been contrary findings. Shepherd et al. 
(1966) found that severity of symptom did not differentiate 
between referred and non-referred children and Garralda and 
Bailey (1988,1989) point out that severity of symptom is not the 
only factor influencing referral, and may not even be the main 
factor.
If severity of symptom is not the only factor that influences 
whether children move from level 1 (the community) to subsequent 
levels (eg level la: making parents concerned enough to consult 
a professional), then it would seem worth investigating what 
other factors might be influencing this process.
b) Type of problem
There is general confusion regarding classification in child 
psychiatry. However Boyle and Jones (1985) have reviewed the 
field and identify two consistent broad-based categories : 
emotional disorder and conduct disorder (Rutter 1976), also 
described as internalizing and externalizing syndromes (Achenbach 
and Edelbrock 1978). Emotional disorders are defined by Rutter 
(1975) as those in which the main problem involves an abnormality 
of the emotions such as anxiety, fear or depression. Conversely 
conduct disorders are those in which the chief characteristic 
is abnormal behaviour which gives rise to social disapproval. The 
category includes some types of legally defined delinquency , but 
also includes non-delinquent disorders of conduct as shown by
lying, fighting, bullying and destructive behaviour. In 
preschoolers it is often accompanied by frequent temper tantrums, 
(Graham 1986). The distinction between conduct and emotional 
disorders is no longer thought to be entirely clear cut, and 
there is often evidence of mixed symptomatology. However conduct 
disorders have been consistently separated from emotional 
disorders, especially in research which uses factor analysis, 
(Boyle and Jones 1985).
Epidemiological studies suggest that emotional disorders are 
more common than conduct disorders, in school age children at 
least. In their survey of children aged 7 - 1 2  attending a ^ 
general practice, Garralda and Bailey (1986) found that of the 
children identified as exhibiting "psychiatric disorder", 52% 
were diagnosed as presenting with emotional disorder and only 13% 
as presenting with conduct disorder. A further 25% were said to 
have mixed conduct/emotional disorder.
It has not proved possible to find systematic data on the 
respective numbers of referrals of conduct as opposed to 
emotional disturbance, but there is general agreement that 
conduct disorders are more likely to lead to referral than 
emotional disorders in children (Garralda and Bailey 1988). 
Support for this is found in a recent survey of 62 parents 
attending a community child guidance clinic. 26.7% gave the 
child’s behaviour as their reason for attendance, as opposed to 
only 13.3% who gave the child’s emotions as their reason. In the 
same study, the majority of professionals (50%) who had referred 
the child to the clinic cited the child’s behaviour as the prime 
reason for referral, and only 11,5% gave the child ’s emotions 
as the reason (Subotsky and Berelowitz 1990).
In part, the discrepancies that exist between the prevalence 
rates found in community surveys and those found in studies of 
clinic populations reflect the different prognoses for the two 
forms of psychological disturbance since generally there is a 
better prognosis for children suffering from emotional disorders
than for those suffering from conduct disorders (Zeitlin 1986). 
This may suggest that parents and professionals are right to be 
more concerned about a child exhibiting conduct disorder as 
opposed to emotional disorder.
On the other hand it does appear that emotional disorders may 
respond better to psychological intervention than conduct 
disorders. In her review of follow-up studies from clinic 
populations, Robins (1979) found that outcomes were much worse 
for conduct-disordered children than for those with predominately 
emotional disorders.
One of the reasons that conduct disorders may be more likely to 
cause high levels of concern and lead to referral to 
psychological services may be because they are more likely to be 
disruptive for adults than emotional disorders. In terms of the 
model, it may be that many children with psychological 
disturbance at level 1: the community, who show their distress 
in terms of emotional problems, are being overlooked. In 
particular there is a growing literature on the underdiagnosis 
of depression in children (Rutter and Hersov 1985)
c ) Age of Child
Prevalence rates for 3 year olds of psychiatric disturbance were 
14.3% in a London Borough (Richman et al. 1982), whilst those for 
10-12 year olds in another similar area in London were found to 
be 25.4% (Rutter et al. 1975).
Referral rates to child mental health services differ between 
different age groups. This may, however, be heavily influenced 
by the policy of the service: for example, if it specialises in
adolescents, it is likely to get more referrals of children in 
their teens. In their survey of referrals to a child guidance 
clinic in a London Borough, Gath et al. (1977) found that 48% of 
the referrals came from the 5 to 10 year age group, 38% of the 
referrals came from the 11 to 15 year age group, 15% from the
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under-fives and 2% from the over 15s.
This does appear to be in accordance with the epidemiological 
data concerning the relative prevalence of psychological 
disturbance in preschool and school age groups. However the low 
rate of referral of under-fives may also reflect the belief that 
problems in this age group tend to be more transient than 
problems at a later stage. This has recently been disputed by 
Richman et al. (1982), whose longitudinal study of children 
between the ages of 3 and 8 showed a marked continuance of 
problems over this time span, with 62% of those identified as 
the ’’problem" children at 3 years old still being assessed as 
displaying deviant behaviour at 8 years old.
Thus it may be that children aged 5 or under who display signs 
of disturbed behaviour in the community (level 1) are less likely 
than older children to elicit high levels of parental and/or 
professional concern (levels la and lb) because it is mistakenly 
believed that their problems will be shorter lived and are 
therefore seen as less worrying.
d) Sex of Child
Epidemiological studies show some disparity in presentation of 
problems between the sexes. There is evidence of a sex difference 
in terms of certain types of problem: for example, the ratio of
boys to girls diagnosed as exhibiting conduct disorder is 12:1 
(Quay and Werry 1986). This difference has been found quite 
consistently in studies looking at primary and secondary school 
age children in Britain and America. However, this effect does 
seem to interact with race. Earls and Richman (1980) remark on 
the fact that an unexpectedly high proportion of girls from West 
Indian families are diagnosed as exhibiting conduct disorder.
Sex differences in the rates of conduct disorders amongst 
preschoolers are less clear cut. Few sex differences in terms of 
symptomatology and prevalence amongst children under 5 years old 
were found in a London Borough (Richman et al. 1982). Earls
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( 1980 ) found that there were no sex differences in the prevalence 
of behavioural problems in a population of 3 year olds in a rural 
American community. Campbell (1987), in a British study looking 
at the course of behaviour problems in pre-schoolers, found no 
significant differences between boys and girls in maternal 
ratings of symptomatology at age 3 years and 6 years, although 
her small sample size precluded her drawing many conclusions from 
this data.
Emotional disorders are found in equal rates in both sexes until 
puberty; from puberty onwards more adolescent girls than boys are 
referred for emotional problems, and this pattern remains 
throughout adult life (Rutter and Hersov 1985).
In terms of referral patterns there is consistent evidence that 
for the majority of psychiatric problems more boys are referred 
to child psychiatric services than girls. For example, in their 
study of referral patterns to a child guidance centre in Croydon, 
Gath et al. (1977) found that in the years 1962-66 three boys to 
every one girl were referred to the clinic. The difference was 
greatest for the 5 to 10 year old age group. There is some 
speculation that these sex differences in referral rates may be 
changing. LaClave and Campbell (1986) in an American study, found 
that in a comparison of one clinic’s referrals of boys and girls 
in 1973 with those in 1983, the discrepancy between male and 
female referrals, whilst remaining in favour of males, revealed 
a significant increase in female referrals over the 10 year 
period. More recent studies have, however, replicated earlier 
findings. For example, Richards (1990) analyzed all referrals 
made in the years 1987 and 1988 to the a child guidance service: 
63% were boys and 37% were girls. She points out, however, that 
from the age of 13 upwards more girls than boys were referred.
One explanation for why there is an excess of boys to girls 
referred to child mental health services is because of the 
different ways boys and girls manifest their psychological 
disturbance. It is argued that boys tend to present their
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psychological distress more in terms of antisocial behaviour and 
conduct disorders, whereas girls may be more likely to become 
emotionally disturbed. Emery’s (1982) study of a non-clinic 
population of boys and girls, showed that where there was marital 
conflict this was more likely to lead to aggression in boys than 
in girls. Rutter also found that family discord led to more 
antisocial behaviour in boys than in girls (Rutter 1970).
Achenbach and Edelbrock (1981) in their study of 1300 referred 
children and 1300 matched controls, found there to be no overall 
gender difference in levels of behaviour problems as measured on 
the Child Behaviour Checklist (CBCL). However, they did find that 
there were significant differences between boys and girls on 
individual items. In particular, boys tended to score higher on 
items measuring "externalizing" syndromes (eg overactivity, 
aggression to others), whilst girls scored higher on items 
associated with "internalizing" syndromes, such as headaches or 
sadness.
Since conduct disorders are more likely to lead to referral than 
emotional disorders (see the discussion above), this could 
account for the increased numbers of boys referred relative to 
girls.
To an extent, the increased rates of behavioural problems in boys 
can be related to the increased rates of developmental delay in 
male children. Boys are twice as likely to be mentally 
handicapped than girls and 4 times as likely to suffer from the 
specific mental handicap of autism (Quay and Werry 1986). They 
are also substantially more likely than girls to have language 
and learning difficulties (Rice et al. 1981). These sorts of 
problems are correlated with raised levels of behavioral 
disturbance, particularly conduct disorder. However, since the 
ratio of boys to girls is 12:1 for diagnosis and treatment of 
conduct disorder, it is unlikely that the whole difference can 
be accounted for by differential rates in learning difficulties.
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An alternative suggestion in the literature is that in some
instances the differences in referral rates of boys and girls 
may be due to biases on the part of parents and professionals in 
their perception of male and female behaviour (Eme 1979). There 
is some evidence that there may be more reporting of male
deviance. In a study focusing on mothers’ perceptions of child
problems, Shepherd et al. (1966) found that they expected boys’ 
difficulties to be longer lasting than girls and were less 
tolerant of such difficulties in boys. Mothers and teachers have 
been found to be less tolerant of male hyperactivity; lack of 
persistence; distractibility and disruptiveness than of female 
deviance in these areas (Serbin and O ’Leary 1975). Lyons and 
Serbin (1986) suggested that adults may be more likely to label 
behaviour as aggressive when the child in question is thought to 
be male than when it is perceived to be female.
Thus it may be that referral biases on the part of parents and/or 
teachers contribute to the fact that more boys are referred to 
child mental health services than girls. It could be argued that 
psychologically disturbed boys in the community (level 1) are 
more likely to elicit concern in parents and professionals, 
(levels la and lb), and thus more likely than girls to be 
referred on for outpatient psychiatric treatment (level 4). This 
may be by virtue of the fact that they tend to present their
problems in terms of antisocial behaviour or because adults are 
more likely to notice and respond to deviant behaviour in boys.
1.3.2 Parent variables
a) Social Background of Parents
In epidemiological studies there is evidence of psychosocial 
disadvantage being associated with increased rates of childhood 
psychiatric disturbance (Rutter et al. 1974). However, in their 
study of children between the ages of 3 and 8 years old, Richman 
et al. (1982) found that whilst bad housing was associated with
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increased rates of behaviour problems in children, there was no 
significant association between social class per se outcome of 
problems at 8 years old. Earls (1980) found no evidence that 
class affected prevalence of behavioural problems in children in 
his American study.
Little direct research has been done looking at whether parents’ 
socio-economic status and social situation affect the likelihood 
of referral to child mental health services. In their study of 
children referred to psychiatric services, Garralda and Bailey 
(1988) found higher rates of unemployment and social stress in 
the group of children referred for help. They argue that it is 
likely that high levels of current family stress contribute to 
referral. There is evidence that mothers who are under stress are 
more likely to take their children to see their G.P.s more 
frequently (Roghmann and Haggerty 1972). Unemployment is 
associated with increased GP consultation in adults (Smith 1985).
Given the research quoted above, it can be posited that high 
levels of social stress may increase the permeability between 
level 1 (children with psychological problems in the community), 
and level la (parental concern): it is likely that social
stressors make it harder to deal with children with deviant 
behaviour and thus make parents more desirous of outside help, 
and hence more likely to consult a professional (level lb or 
level 2 ) .
b) Ethnic group of parents
Epidemiological research has shown no difference in rates of 
behaviour problems in 3 year old children of West Indian families 
as compared with an indigenous population, despite the fact that 
the former were subject to more social and economic stress 
factors than the latter (Earls and Richman 1980). However, in a 
study by Rutter et al. (1974), teachers rated West Indian 
children as having problems more frequently than a matched 
indigenous group, whilst there was no difference in parental 
ratings.
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It may be that this discrepancy between the teachers’ rating's and 
those of the parents reflects racial bias on the part of the 
teachers (see discussion on referrer variables below), or an 
under-diagnosis of psychological problems on the part of the 
parents.
Little systematic research has been carried out which looks at 
whether the number of children of West Indian origin seen at 
mental health services accurately reflects numbers in the 
population, or whether such groups are over represented or under 
represented. The literature on referral of adult West Indian 
patients suggests that they may be overrepresented in inpatient 
contexts (particularly in terms of diagnosis of schizophrenia), 
but under-represented in out-patient facilities (Fernando 1988) 
There is a general impression among those who work in areas with 
large Afro-Caribbean populations that "black " children are also 
under-represented in out-patient child psychiatry.
There is some suggestion in the literature that children from 
Asian backgrounds are under-represented in child psychiatry 
clinics. In their study of referrals to a child psychiatric 
department in a London hospital in an area with a large 
Bangladeshi population, Stern et al. (1990) found that Asian 
children were under-represented when compared with the local 
population. One suggestion to account for this is that Asian 
adults are better adjusted than their native counterparts
(Cochrane and Stopes-Rose 1977). Alternatively, Stern et al. 
(1990) suggest that the attitude of Asian parents to
psychological problems is an important factor. They report that 
the Bangladeshi community’s attitude to deviant behaviour in
children is to see such behaviour as due to badness, and thus to 
be dealt with by punishment, or as a manifestation of physical 
illness, or as the result of the activity of the spirits. This 
is in line with Kallarackal and Herbert (1976) who suggest that 
apparently lower rates of disturbance in Asian children might be 
due to parents not recognising certain types of behaviour as
1 6
psychological problems. In addition, Deyo and Inui (1980) have 
argued that cultural norms may prevent help being sought outside 
the extended family, and they point out that communication 
problems due to lack of fluency in the host culture’s language 
have been implicated in non-attendance at out-patientcli:nics .
It would seem that if a child comes from an Asian or West-Indian 
family background this may reduce the permeability of the filters 
in the pathway to psychological care. In particular, the 
literature suggests that parents of Asian origin may be less
likely to become concerned about a child’s deviant behaviour such
that they seek outside help, (level la).
1.3.3.Referrer Variables
Teacher variables
The importance of teachers as influential in the referral of
children to child mental health services has already been noted,
yet no research has been carried out to look in more detail at
their role in the process. Drabman et al. (1987) lament the lack
of research into possible sources of teacher referral bias.
As already noted above, it may be that teachers may be biased by
the race or the gender of the child ( Rutter et al. 1974; Serbin 
and O ’Leary 1975).
GP variables
Surveys of GP practice in relation to referral of adult patients, 
have found several GP variables to affect significantly the 
likelihood of an individual being referred for specialist 
psychological help. Urban doctors are more likely to refer than 
rural doctors; older and more experienced doctors more likely 
to refer than younger doctors (Shortell and Daniel 1974). A 
Scottish study reports that single handed city practices had 
higher referral rates than group practices (Robertson 1979).
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1.3.4. Service Provider Variables
The policy of each department may affect who is encouraged to 
refer and what sorts of children are prioritized. This is an area 
that is overlooked by Goldberg zmd Huxley's original, rather 
simplified, model.
1.4 The Problem to be investigated
The present study seeks to fill in some of the gaps highlighted 
in the literature review. In particular, it has been argued that 
there has been little systematic investigation of whether the 
population of children who are referred to outpatient psychiatric 
services (level 4) are a biased sample of the population of
children with psychological problems existing in the community 
(level 1).
This study focuses on three child variables that may effect the 
referral process: the sex of the child; the t^re of problem
presented and the age of the child. It also considers two parent 
variables as potentially affecting the referral process: the
class of the parent and the ethnic group of the parent. In
relation to referrer variables, the type of practice the GP has 
(whether single or group^^ amd the GP's length of experience 
will also be explored, as these are also suggested in the
literature as potentially influencing referral decisions. In this 
way it is hoped to further extend knowledge about the possible 
determinants of the permeability of the various filters in the 
pathway to psychological care.
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1.5 Hypotheses (stated in null form)
1.5.1. Hypothesis 1: Referral attitudes and behaviours of
parents, GPs and psychologists are not significantly influenced
by: _
a) the gender of the child.
) the type of problem presented bv the child 
(conduct vs emotional),
c) the age of the child (3 years vs 10 years).
1.5.2. Hypotheses 2: Parents’ attitudes and behaviours are not 
significantly influenced by:
a) the ethnic group of the parent.
b) the social class of the parent.
1.5.3 Hypothesis 3: G P s ’ attitudes and behaviours are not
significantly influenced by:
a) the years of experience of the GP 
(under 10 years vs over 10 years).
b ) the type— of— practice of the GP (single vs group).
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METHOD
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This study investigates the relationship between referral 
attitudes and behaviour, and child and referrer characteristics.
INDEPENDENT VARIABLES:
1) Child characteristics
Subjects were asked to respond to written vignettes describing 
children in which the sex, age and type of problem of the child 
were varied (see materials).
2) Referrer characteristics
Relevant demographic information was collected about respondents. 
Data on the social class and ethnic group of the responding 
parents was gathered. Data on the length of experience, and type 
of practice of the responding GPs was also gathered.
DEPENDENT VARIABLES:
1) Referral attitudes
Subjects were asked to respond to questions designed to elicit 
attitudes and beliefs that might influence referral practice.
3) Referral behaviour
Subjects were asked to respond to questions asking what they 
would do in response to a child presenting with psychological 
disturbance.
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2.4 Subjects
Three groups of subjects were contacted:
1) parents of 3 year old and/or 10 year old children attending 
selected state schools in a district health authority in West 
London (West Riverside);
2) all GPs practising in the same district health authority;
3) all clinical psychologists specialising in child work in the 
regional health authority incorporating that district, and in the 
regional health authority bordering this.
Questionnaires were distributed to 601 parents. Parents were 
selected from 13 junior and mixed infant schools which were 
randomly selected from all primary schools in the health district 
in order to control for socioeconomic and racial variation.
211 parents returned the questionnaire, a return rate of 35%
which is in line with levels of response to other postal 
questionnaires (Berdie et al. 1986).
The majority, (83.4%), of the returned questionnaires were 
completed by mothers. The mean number of children in a family
was 2.3 (range 1-6). Only 12% of respondents had been to see
their GP at any time in the last 6 months because they were 
worried about their child’s behaviour.
Each family’s social class was scored on the basis of the
parents’ stated occupations (Bebbington et al. 1988). Table 1 
shows the class composition of responding parents. Although the 
categories used were not identical, the percentage of each social 
class found in the 1981 census in the relevant borough for men 
16 - 64 is also given for comparison purposes (OPCS census 1981, 
County Report Greater London Part 2)
21
Table 1: Percentage of responding parents in each social class
social class percentage
respondents
percentage 
1981 census
1 professional 12.4 5.9
2 managerial, executive 25.9 20.1
3 intermediate, routine
non-manual; skilled
manual 22.8 37.6
4 partly skilled manual 9.8 13.3
5 unskilled 14 6.9
unemployed/missing 15 16.2
It would appear that there may be some overrepresentation of 
social classes 1 and 2 in the sample of responding parents. 
Alternatively, these differences may be due to demographic 
changes in the borough since 1981.
The ethnic composition of responding parents is shown in table 
2. No comparable data exists for the relevant geographical area, 
and thus no conclusions can be drawn about the representativeness 
or otherwise of the sample in terms of ethnic composition.
Table 2: Percentage of responding parents in each ethnic group
ethnic group percentage
European 62.9
Asian 5.6
African 6.1
Caribbean 10.8
Middle Eastern .9
Far Eastern 2.8
Other 4.7
Missing data 6.1
Questionnaires were distributed to all 84 GPs in the district 
health authority. 36 GP questionnaires were returned representing
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a return rate of 4 2.9%, which is again in line with postal 
questionnaire returns (Berdie et al. 1986).
Where possible demographic information collected from responding 
GPs was compared with demographic data on all GPs in the district 
health authority. This data was supplied by the local Family 
Practitioner Committee.
On the basis of the demographic variables measured, the GP sample 
was generally representative of GPs in the district health 
authority, for example in terms of gender distribution of 
respondents (table 3). However there does appear to be some bias 
towards more experienced GPs and those in larger practices 
replying (table 4). In addition the majority of responding GPs, 
(91.7%), had referred to child mental health services at some 
point in the past and this may represent an additional source of 
bias in the sample.
Table 3: Percentage of GPs of each sex as compared with sex
distribution of GPs in district health authority.
sex of GP percentage of percentage of
responding GPs all GPs in area
male 72.2 73.8
female 27.8 26.2
Table 4: Length of practice of responding GPs as compared with 
length of practice of GPs in district health authority.
length of percentage of percentage of
practice responding GPs all GPs in area
< 5 years 22/2 26.2
5 - 1 0  years 13.9 22.6
> 10 years 63.9 51.2
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The mean list size for responding GPs was 2340 patients, (range 
200 - 4000). In W.Riverside as a whole the mean list size was 
2165.
The mean number of partners in a practice was 3.5 (range 1-7), 
whereas in W .Riverside as a whole the mean number of partners was 
2 . 1
Questionnaires were distributed to all 48 clinical psychologists 
specialising in work with children in the relevant regional 
health authorities.
38 clinical psychologist questionnaires were returned, 
representing a return rate of 79%
The majority of responding psychologists (78.9%) were women.
47% of psychologists had worked for over 10 years post­
qualification and 57.9% had worked for over 5 years in child 
services. The majority (50%) worked in child and family services, 
with the remainder working in district clinical psychology 
services; paediatric services; child development centres; child 
guidance clinics; social services and mental handicap services. 
Thus the responding psychologists comprised a group of 
experienced clinicians whose work covered the main services to 
children.
2.3 Materials
Each of the three subject groups was given a different version 
of the same questionnaire. Although the format of the 
questionnaire was basically the same for all three groups, the 
phrasing of individual questions was varied appropriately for 
each group. Copies of all three versions of the questionnaire 
can be found in Appendix 1.
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2.3.4 Vignette component of questionnaire
Each subject received a questionnaire containing four different 
vignettes. Each vignette described a child exhibiting a variety 
of "symptoms." Each subject received: two vignettes concerning
3 year old children, in one of which the child displayed 
emotional problems and in the other the child displayed conduct 
disorder; and two vignettes concerning 10 year old children, in 
one of which the child displayed emotional problems and in the 
other the child displayed conduct disorder. For GPs and 
psychologists it was specified that the child in question showed 
no physical or intellectual disabilities.
The sex of the child with the problem was randomly varied across 
subjects.
Thus each subject received one of the following combinations of 
vignettes :
Combination A
3 year old conduct disordered boy
3 year old emotionally disordered girl
10 year old emotionally disordered boy 
10 year old conduct disordered girl
Combination B
3 year old conduct disordered girl
3 year old emotionally disordered boy
10 year old emotionally disordered girl 
10 year old conduct disordered boy
The order in which the vignettes were presented was varied 
randomly.
Construction of vignettes
The vignettes about 3 year olds were created using the 
Behavioural Screening Questionnaire (B S Q ), a 12 item behaviour
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scale which was developed as a means of identifying 
psychiatricaIly disturbed preschool-age children (Richman and 
Graham 1971). Symptoms are assigned scores of 0, 1 or 2 according 
to type and severity. Each vignette-child was assigned a 
combination of symptoms to yield a total score of 10, the cut­
off identified by Richman and Graham as indicating need for 
referral to child mental health,services.
The BSQ has been found to discriminate significantly between 
clinically referred and non-referred groups, and to correlate 
significantly with clinician’s ratings of psychiatric status 
(Rutter et al. 1984). It is widely used in the literature as a 
measure of prevalence in community populations of the under-fives 
(Richman et al. 1982).
Although the BSQ itself does not differentiate between emotional 
and conduct disorders, the Preschool Behaviour Checklist (PBCL), 
a later scale developed by Richman, does. This is very similar 
to the BSQ, but designed specifically for use by teachers. On the 
basis of this later scale, and on the general principles for 
differentiating between conduct and emotional disorders, the 
vignettes about 3 year olds were constructed to describe one 
child who was primarily exhibiting emotional disorder and one who 
was primarily exhibiting conduct disorder. Thus behaviours such 
as fear, difficulties in separating, and sadness were taken as 
relating to emotional problems and behaviours such as fighting 
and tantrums were taken as relating to conduct disorder.
The vignettes about 10 year olds were created using the Rutter 
Children’s Behaviour Questionnaire, scale A (for completion by 
parents). This is a 31 item behaviour scale which was designed 
as a means of identifying psychiatrically disturbed school-age 
children (Rutter et al. 70). Symptoms are assigned scores of 0,
1 or 2 according to type and severity. Each vignette-child was 
assigned a combination of symptoms to yield a total score of 13, 
the cut-off identified by Rutter as indicating need for referral 
to child mental health services.
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Rutter’s scale has been found to discriminate significantly 
between clinically referred and non-referred groups, and to 
currelate significantly with clinician's ratings of psychiatric 
status and is widely used in the literature as a measure of 
prevalence in community populations (Rutter et al. 1970). The 
scale specifically differentiates between emotional and conduct 
disorders, and it was on this basis that the 10 year old 
vignettes were constructed to describe one child who was 
primarily exhibiting emotional disorder and one who was primarily 
exhibiting conduct disorder. Thus behaviours such as excessive 
crying, fear of new situations and raised anxiety were taken as 
evidence of emotional disorder, and behaviours such as stealing, 
fighting and lying were taken as evidence of conduct disorder as 
specified in the scale itself.
Four independent judges rated the vignettes using the BSQ and 
Rutter scales as appropriate. The percentage of them in agreement 
with the ratings attributed to the vignettes in the present study 
canged from 75% and 100%. (See Appendix 2 for table of results).
The design of the vignettes allowed for investigating the 
ir^fl^ience of sex, type of problem and age of child on parent 
responses :
1) Comparison of ratings of boys and girls was made possible by 
matching the child vignettes in every way and only varying sex 
of child.
2) The type of problem (conduct or emotional) was matched within 
each age group in terms of number of problem behaviours 
displayed, length of duration of symptoms and severity as rated 
on the scales used.
3) For both age groups each vignette was designed to score the 
specified cut-off point on the relevant scale. Since in both 
cases this cut off point was meant to differentiate children 
needing psychological help from those not needing it, the levels 
of disturbance should be roughly equivalent. There remains.
27
however, some difficulty in comparing responses to vignettes 
based on two different scales in this way, and this needs to be 
taken into account when analyzing the results.
2.3.2 Question component of questionnaire.
The questions asked about the vignettes varied depending on the 
group being addressed. In each case the questions were chosen 
because they were thought to reflect attitudes or behaviours 
likely to influence the referral process. The main questions 
asked of parents, GPs and psychologists are summarised in tables 
5, 6 and 7 respectively. In addition demographic information was 
gathered from each respondent. {Copies of all 3 questionnaires 
are in Appendix 1 ) .
Table 5: Questions asked of parents
Question concerns Type of measure
1) Perceived frequency 
of problem
4 point scale: v.rare - v.common
2) Degree of worry 
about problem
3) Wait before seeing GP
4) Professional most likely to 
consult in first instance
4 point scale: 
not at all worried- 
extremely worried.
5 point scale:
go immediately
wait up to 3 months
wait 4 - 7  months
wait 8 - 1 1  months
wait 12 months or more
(incl. option - unlikely to ever go)
6 options: teacher, GP, 
health visitor, social worker, 
"other", none.
28
In addition, the following demographic data was requested from 
each parent: their sex; the number of children in the family; the 
occupation of both them and their partner and their ethnic group 
(respondents were asked to select from 7 categories: European,
Asian, African, Caribbean, Middle Eastern, Other).
Table 6: Questions asked of GPs
Question concerns Type of measure
1) Frequency with which problem 
seen by GP
4 point scale: v.rarely - v.often
2) Degree of worry about problem 4 point scale: not at all worried- 
extremely worried.
3) Most likely response to referral 5 options:
reassure parents, arrange to see again, 
refer to specialist, refer to specialist 
and see again.
4) Professional GP most likely to 
refer to
6 options: social worker, 
health visitor, paediatrician, 
psychiatrist/psychologist, 
"other", would not refer.
5) judgement of whether child 
needs psychological help
yes, no
6) Wait before referring to 
mental health professional
, .
5 point scale:
refer at once
up to 3 months
4 - 7  months
8 - 1 1  months
12 months or more
incl. option - unlikely to refer
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In addition, the following demographic data was collected from 
GPs: their sex; years of experience; practice type and size;
whether they had children or not; whether they had ever referred 
Lo child mental health services and, if so, how frequently on
average they did so.
Table 7: Questions asked of psychologists
Question concerns Type of measure
1) Perceived frequency 
of problem
4 point scale: v.rare - v.common
.2) Degree of worry 
about problem
4 point scale: not at all worried- 
extremely worried.
3) appropriateness of referral yes, no
4) Most likely response 5 options: refer elsewhere, 
see child alone, see parents 
alone, see whole family, "other".
In addition, psychologists were asked to state their sex; their 
length of experience; whether they had children or not; what 
service they were part of and the most frequent source of 
referrals to that service (they were asked to rank 8 options: 
GPs, teachers, social workers, health visitors, paediatrician, 
school doctors, parents or "other").
In order to assess the test-retest reliability of the 
questionnaires, 20 parents, 15 GPs and 12 psychologists outside 
the sample groups were contacted and asked to complete the 
questionnaire. Two weeks later they were sent the same version 
of the questionnaire and asked to complete it. 14 of the 20 
parents approached complied, but only 1 GP and 2 psychologists 
sent back the questionnaire the second time.
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Test-retest correlations yielded high reliabilities of between 
.75 and .88 for scaled questions, and 71% - 100% agreement on the 
categorical questions on the parents questionnaire, (See Appendix 
2 for table of results). Since the majority of GPs and 
psychologists failed to return their re-test questionnaire, no 
reliabilities could be estimated on them.
2.4 Procedure
Questionnaires were distributed direct to parents via their 
childrens’ schools in 9 of the 13 schools concerned. A covering 
letter explaining the nature of the study and requesting their 
participation was attached, and a self addressed stamped envelope 
was supplied to each family for the return of the questionnaire. 
At the request of the schools concerned, in 2 of the schools an 
exploratory letter was sent to the parents first to ask if they 
would be prepared to participate and if they sent their name and 
address to the researcher, a questionnaire was then sent directly 
to them. Again at the request of the schools concerned, in 2 of 
the schools the questionnaires were handed directly by the 
researcher to parents.
All GPs were sent the questionnaire by post complete with a 
covering letter explaining the nature of the study and requesting 
their participation. A self addressed stamped envelope was 
supplied for return of the questionnaire. After 5 weeks all GPs 
who had not sent back the questionnaire were contacted by 
telephone and asked if they would complete the questionnaire if 
they still had it, or if they would be prepared to complete a new 
one if they were sent it.
Questionnaires were sent by post to psychologists in the 
designated region. Once again, an accompanying explanatory letter 
was attached and a self addressed stamped envelope was supplied.
Copies of the covering letters sent to all groups can be found 
in Appendix 3.
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RESULTS
3.1 The referral pathway
The vast majority of parents - 100%) would consult a
professional for advice about the child presented in each 
vignette. The professional whom the greatest number of parents 
said they would contact for 3 year old vignette-chiIdren was a 
health visitor (33 — 46%), whilst for 10 year old vignette-
children it was a teacher (51 -67%). The majority of parents said 
that they would take the child presented in each vignette to a 
GP if the problem did not improve (69 - 93%).
The majority of GPs (75 - 100%) said that they would refer the 
child to a mental health professional if the problem described 
did not improve.
The majority of psychologists (85 - 95%) said that the child
described in each vignette was an appropriate referral to their 
service, and 95 — 100% indicated that their first response to 
such a referral would be to see the whole family.
When psychologists were asked about which professional group 
were the most frequent source of referrals to their service, most 
(49%) reported GPs to be the most frequent referrers, with only 
9% putting teachers first, and 6% putting health visitors first.
32
3.2 Testing the Hypotheses
The results were analysed using independent and paired t-tests, 
chi-square, McNemar and binomial tests and ANOVAs as appropriate.
Testing Hypothesis 1:
Does the sex, type of problem, and/or age of the child influence
the referral attitudes and behaviours of parents, GPs and
psychologists?
Sex of child
Analysis using independent t-tests revealed that sex of the child 
did not significantly affect the responses of any of the 3
subject groups. Parents’, G P s ’ and psychologists’ ratings of the 
perceived frequency of the problem, their level of worry about 
it, and how they would be most likely respond, did not
significantly differ depending on whether they were responding 
to vignettes describing girl or boy children matched for age and 
type of problem (all t <.46 p >.54). (See Appendix 4 for tables 
of results ).,
Type of problem
Whether the vignette-chiId presented with conduct disorder or 
emotional disorder had a significant effect on some parental and 
GP responses, but not on any psychologist responses:
Parents’ ratings of worry, how common they thought the problem 
was and how long they would wait before seeing a GP in response 
to the different types of problem were compared in each age group 
using paired t-tests. Parents reported higher levels of worry 
about conduct disorders than emotional disorders in both 3 year 
olds (t=4.68, df= 204, p<.001) and 10 year olds (t=6.99, df=198, 
P<.001). Parents rated that they would wait significantly longer 
before consulting a GP about a conduct disordered 10 year old 
than an emotionally disordered 10 year old (t=8.80, df=196,
P<.001). However, there was no significant difference between 
the length of time they would wait before seeing a GP about a
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conduct disordered, as opposed to an emotionally disturbed, 3 
year old. Parents’ perception of the frequency of occurrence of 
the behaviour did not differ significantly between the two 
problem types in either age group (Table 8).
Table 8 Influence of type of problem on parent referral attitudes
scale mean score 
conduct 
disorder
mean score 
emotional 
disorder
df t
3 year olds
perceived frequency 
of behaviour 2.3700 2.4100 199 -.62 U.S.
level of worry 3.0341 2.7463 204 4.68^^^
wait before 
going to GP 3.5911 3.9015 202 -1.54 n .s.
10 year olds
perceived frequency of 
behaviour 2.0526 2.0158 189 .60 n.s.
level of worry 3.5477 3.2261 198 6.99***
wait before 
going to GP 3.6396 1.2893 198 8.80***
*** p<.001
89% of parents stated they would see a GP at some point about an 
emotionally disordered 10 year old, while only 72% would ever see 
a GP about a conduct disordered 10 year old. (Mcnemar 25.9286, 
p<.001). However, there was no significant difference in the 
likelihood of parents seeing a GP about conduct disordered, as 
opposed to emotionally disturbed, 3 year olds.
66% of parents indicated they would see a teacher first when a 
10 year old was described as showing conduct disorder, as opposed 
to 56% when the child in question was presenting with emotional 
disorder. (Mcnemar X =5.8226, p<.05)
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9% of parents stated they would see a social worker first when 
a 10 year old was described as showing conduct disorder, as 
opposed to 3% when the child displayed emotional disturbance 
\ uj.iiuiii_i.ci_L . L. — ua±±eu p\.w^/.
GPs ratings of frequency of contact, worry, and length of wait 
before referring to a specialist in response to the different 
types of problem within each age'group were compared using paired 
t-tests. The results showed that they saw emotionally disturbed 
10 year olds significantly more frequently than conduct 
disordered 10 year olds (t=-5.32, df=35, p<.001), but this was 
not the case for 3 year olds. There was no significant difference 
in their level of worry, or length of wait before referring to 
a mental health professional in response to emotionally 
disturbed, as opposed to conduct disordered children, in either 
age group. There was also no significant difference between GP 
responses to the two types of problem in terms of whether they 
would refer to a mental health professional or not. (Table 9).
Table 9 Influence of type of problem on GP referral attitudes
scale mean score 
conduct 
disorder
mean score 
emotional 
disorder
df t
3 year olds
frequency of GP 
contact 1.9444 1.7500 35 1.42 n.s.
level of worry 2.4167 2.3333 35 .59 n.s.
wait before 
referring on 2.5000 2.5000 33 .00 n.s.
10 year olds
frequency of GP 
contact 1.6667 2.3889 35 -5.32***
level of worry 2.6389 2.4167 35 1.75 n.s.
wait before 
referring on 1.8667 2.0667 29 -.90 n.s.
t * *  p < . 0 0 1
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86% of GPs judged that a conduct disordered 10 year old needed 
specialist psychological help, whereas only 57% stated this when
the 10 year old was described as showing emotional disorder, 
(binomial, 2-tailed, p<.05). There was no significant difference 
in terms oi GP assessment of need for psychological help in
response to the two problem types in 3 year olds.
Psychologists' rating of the perceived frequency of the
behaviour, and their level of worry about the child did not
differ in response to conduct disorder and emotionally disturbed 
children/ when compared using paired t-tests, (all t<1.35,
P > . 14 ) .
Age of Child
Paired t-tests were used to compare parent responses to 3 year 
olds as opposed to 10 year olds matched for type of problem. 
Parents' rated both conduct and emotional disorder as occurring 
more frequently in 3 year olds than 10 year olds (t = 4.57, df = 193, 
p<.001, and t=5,69, df=194, p<.001). They reported higher levels 
of worry about 10 year olds than 3 year olds in relation to both 
conduct disorders (t=-8.01, df=200, p<.001) and emotional
disturbance (t=-6.80, df=202, p<.001). Parents would wait longer 
before seeing a GP about a 3 year old as opposed to a 10 year old 
with emotional problems (t=10.64, df=200, p<.001), but there was 
no difference in how long they would wait for the different age 
groups in relation to conduct disorders. (Table 10).
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Table 10: Influence of age of child on parent referral attitudes
s c •?. 1 e mean score 
3 year olds
1 mean score 
10 year olds
df t
conduct disorder
perceived frequency 
of behaviour 2.3866 • 2.0515 193 4,5/ ***
level of worry 3.0348 3.5373 200 -8.01***
wait before 
going to GP 3.5930 3.6683 198 -.36 n.s.
emotional disorder
perceived frequency
of behaviour 2.4103 2.0103 194 5.69***
level of worry 2.7488 3.2365 202 —6.80***
wait before 
going to GP 3.9154 1.2886 200 10 « 64***
*** p < ,001
89% of parents indicated that they would go to see their GP at 
some point when a 10 year old child was described as showing 
signs of emotional disorder, as opposed to only 73% when a 3
year old child was described. (Mcnemar X^=22.7556, p < .001).
For conduct disordered children, there was no significant 
difference between parental responses to 3 and 10 year olds 
regarding whether they would ever consult a GP or not.
Analysis of GP responses using paired t-tests revealed that GPs 
reported that they saw 3 year olds with conduct disorder more
frequently than 10 year olds (t=2.14, df=34, p<.05), but that
they saw 10 year olds with emotional disorder more frequently 
than 3 year olds (t=4.53,df=36, p<.01). Their responses indicated 
that they would wait significantly longer before referring a 3 
year old with conduct disorder to a mental health professional
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as opposed to a 10 year old (t=3.19, df=33, p<.05), although
there was no different in their responses to 3 and 10 year old 
emotionally disordered children. (Table 11).
Table 11: Influence of age of child on GP referral attitudes
scale mean score 
3 year olds
mean score 
10 year olds
df t
conduct disorder
frequency of GP 
contact 1.9714 1.6857 34 2.14*
level of worry 2.4286 2.6571 34 -1.85 n.s.
wait before 
referring on 2.3824 1.7941 33 3.19**
emotional disorder
frequency of GP 
contact 1.7568 2.3514 36 —4.53**
level of worry 2.3243 2.4054 36 -.65 n.s.
wait before 
referring on 2.5667 2.1667 29 1.42 n.s.
* p<.05
** p<.01
88% of GPs stated that a conduct disordered 10 year old child 
needed psychological help, whereas only 58% of GPs felt that a 
conduct disordered 3 year old needed psychological help 
(binomial, 2-tail, p<.01). There was no significant difference 
between G P s ’ assessments of need for psychological help amongst 
emotionally disordered children of either age group.
Psychologists’ ratings of judged frequency of occurrence and 
levels of worry about the different age groups (matched for type 
of problem) were compared using paired t-tests. Psychologists 
indicated that they thought both conduct disorders and emotional 
disorders were more common in 3 year olds (t=2.32, df=36, p<.05
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and t. = 4.07, df = 37, p<.01). Their level of worry was significantly 
higher for 10 year olds in relation to both types of problem 
(t=-3.10, df=35, p<.01 and t=-5.24, df=36, p<.36). (Table 12).
Table 12: Influence of age of child on psychologist referral attitudes
scale mean score 
3 year olds
mean score 
10 year olds
df t
conduct disorder
judged frequency 
of behaviour 2.3514 2.0270 36 2.32*
level of worry 2.3889 2.8056 35 -3.10**
emotional disorder
judged frequency 
of behaviour 2.3947 1.8684 37 4.07***
level of worry 2.2162 2.8649 36 —5.24***
* p<.05
** p < .01
* * * p<.001
3.2.2. Testing Hypothesis 2:
Does the social class or ethnic group of parents influence their 
referral attitudes and behaviour?
Social Class
One way analysis of variance was conducted. No significant 
differences were found in relation to parents perceived frequency 
of occurrence of behaviour (F=1.6571, df=4,636, p=.16); level of 
worry (F=l,0822, df=4,640, p=,36); or time they would wait before 
consulting a GP (F=.9714, df=4,495, p=.4227).
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Ethnie Group
Independent t—tests showed significant differences between 
ceiLain ethnic groups; Asian parents indicated significantly 
lower levels of worry than European parents (t=2.16, df=570,
P<.05), all other comparisons were non-significant (all t<1.28, 
P>.20).
3.2.3 Testing Hypothesis 3;
Does the length of experience of the GP and/or the type of 
PJ^^<^'tice he or she works in, affect his or her referral decisions
When the responses of GPs with over 10 years experience were 
compared with those of under 10 years experience using 
independent t-tests, no significant differences were found. That 
is, length of practice did not influence GPs reported frequency 
of contact with children similar to those described in the 
vignettes, GPs levels of worry, nor how long they would wait 
before referring on (all t<.96, p>.315).
However, 65% of GPs who had been in practice for under 10 years 
ii^dicated that they would refer to a mental health professional 
in the first instance, as opposed to only 43% of GPs who had been 
in practice for over 10 years ( X ^ = 5 .62268, df=l, p<.05)
Type of Practice
When the responses of GPs working in group practices were 
compared with those working in single practices using independent 
t-tests, type of practice was found to have a significant affect 
on GPs assessment of the frequency of seeing children with these 
sorts of behaviours: GPs in group practices reported that they 
saw similar children to those described in the vignettes more 
frequently than GPs in single practices (t=-2.72, df=140, p<.01). 
Type of practice had no significant effect on any other GP 
responses (all t<-.95, p>.35).
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DISCUSSION
4.1 Summary of Results
Of the child characteristics investigated (hypothesis 1), both 
type of problem and age of child affected the referral responses 
of parents and professionals, whilst sex of child had no 
significant effect on responses. In relation to type of problem, 
parents were more worried about conduct disorders than emotional 
disorders. However, they were more likely to take an emotionally 
disordered 10 year old to a GP than a conduct disordered 10 year 
old. GPs did not rate themselves as more worried about conduct 
disorders than emotional disorders, nor did they indicate that 
they would respond differently to these types of disturbance, 
however, they were significantly more likely to rate a 10 year 
old with conduct disorder as requiring specialist psychological 
help than a 10 year old with emotional disturbance. 
Psychologists’ responses did not differ on the basis of type of 
problem presented.
In relation to age of child, parents reported higher levels of 
worry about 10 year olds than 3 year olds, and would wait longer 
before taking an emotionally disturbed 3 year old to their GP 
than an emotionally disturbed 10 year old. There was no 
significant difference between GPs' levels of worry in response 
to '3 year olds as opposed to 10 year olds, but they would wait 
significantly longer before referring a conduct disordered 3 year 
old as opposed to a 10 year old, to child mental health services. 
Psychologists reported significantly higher levels of worry in 
response to 10 year olds than 3 year olds.
In terms of parent variables (hypothesis 2), social class of 
parent had no significant effect on parents’ responses, but 
ethnic group did; Asian parents reported significantly lower
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levels of worry than European parents.
In terms of referrer characteristics (hypothesis 3), the type 
of practice the GP worked in did not effect referral attitudes
or behaviour, although it did appear that GPs in group practices 
saw children similar to those described in the vignettes more 
frequently than GPs working alone. Length of experience affected 
referral behaviour; GPs with less than 10 years experience were 
more likely to refer to a mental health professional in the first 
instance than those with over 10 years experience.
Thus the pathway to psychological care would appear to be more 
permeable, at certain stages at least, to 10 year olds than 3 
year olds, to children presenting with conduct disorder than to 
those presenting with emotional disorder, and to children of 
European parents rather than children with Asian parents. 
Moreover if a child sees a GP with less than 10 years experience 
they are more likely to be referred to a mental health 
professional in the first instance, than if they see a GP with 
more than 10 years experience.
In addition the present results indicate that GPs were generally 
not the first professionals that parents chose to consult about 
a child s disturbed behaviour. For 3 year old children parents 
were most likely to consult a health visitor first, and for 10 
year old children a teacher. Yet according to responding 
psychologists the main source of referral of children to 
psychological services was GPs.
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4.2 Further modification of the model of the pathway to
psychological care
In the light of these results, the model of the pathways to 
psychological care for children (Fig.2), based on that of 
Goldberg and Huxley for adults (Fig.l), can be further refined. 
In particular, it emerges that it is vital not to confuse process 
with structure. In Goldberg and Huxley’s original model, 
diagnosis of psychological disturbance is put as a separate level 
(Fig.l), whereas it is evident from these results that diagnosis 
of psychological disturbance may or may not influence the 
likelihood of referral to a specialist, depending on other 
factors. For example, although GPs were more likely to judge a 
conduct disordered 10 year old as in need of psychological help, 
this did not make them more likely to refer that child to a 
mental health professional.
Moreover, it was thought that it might help to clarify the 
referral process if the model made explicit the fact that at each 
stage there would be a number of psychologically disturbed 
children who were siphoned off and who did not pass to the next 
stage. This did not necessarily mean that they were not receiving 
help of any kind, but only that they were less likely to be seen 
by a mental health professional.
The revised model is presented in Figure 3. It is this model 
which will be alluded to when discussing the interpretation of 
the findings of the present study.
This model still presents a considerably simplified view of the 
possible stages involved in the referral of children to mental 
health services. For example, it excludes consideration of those 
children who, although not psychologically disturbed, arouse 
parental concern and who are referred for professional help. This 
might be an interesting area for future research.
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F,igure 3. Revised model of the_gathway to psychological care
LEVEL 1
LEVEL 2
LEVEL 3
LEVEL 4
LEVEL 5
OTHERTEACHER SOCIAL WORKER HEALTH VISITOR
referral to 
GP
no referral to 
GP
no referral to 
MENTAL HEALTH 
PROFESSIONAL
referral to 
MENTAL HEALTH 
PROFESSIONAL
no consultation 
of a
PROFESSIONAL
does not arouse 
concern of 
PARENT
consultation of a
PROFESSIONAL
arouses concern of
PARENT
psychologically disturbed 
CHILD
44
4.3 Interpretation of Results
The fact that generally parents choose to consult a professional 
other than a GP in the first instance when they are concerned 
about a child’s behaviour is in line with earlier research 
findings (Bailey and Garralda 1989). The fact that the majority 
of referrals to child mental health services are from GPs rather 
than from other professionals is also in line with some earlier 
studies (Thomas and Hardwick 1989). This would suggest that for 
3 and 10 year old children, health visitors and teachers 
respectively may play a role in helping parents to decide whether 
or not to consult their G P , rather than initiating referrals 
themselves and thus may play an important part as gatekeepers 
between parents (level 2) and GPs (level 4), (see Figure 3).
It would appear from the results that whilst 69% or more of 
parents would consult their GP at some point about a child 
presenting with significant psychological disturbance if the 
problem did not improve, this leaves up to 31% in some cases who 
would not. This suggests that there may be underdiagnosis of all 
psychological problems by parents and this may contribute to the 
discrepancy between the large number of children diagnosed as 
psychologically disturbed in epidemiological studies and the 
small proportion seen by mental health professionals (Bailey and 
Garralda 1989). It does appear that when confronted with children 
described as displaying symptoms of psychological distress, the 
majority of GPs ( 75 - 100%) would refer on to a mental health 
professional, and the majority of psychologists (85 -95%) would 
see this as an appropriate referral.
In terms of the factors influencing referral decisions, the most 
striking finding was the impact that the age of the child had on 
questionnaire responses. The results suggest that parents are 
more likely to be worried about 10 year olds than 3 year olds. 
This is in line with the literature which suggests that preschool 
children displaying signs of psychological disturbance may be 
less likely than older children to elicit concern in adults
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(Richman et al. 1982). Thus the filter between children with 
psychological problems in the community (level 1) and children 
who have aroused the concern of parents (level 2), (Fig 3), may 
be more permeable to 10 year olds than 3 year olds.
One possible reason for this may be that because parents in this 
study estimated behavioural problems as more common in 3 year 
olds, this led them to view disturbance in this age group as 
more of a norm, and thus they may have considered it less 
worrying.
Parents reported that they would wait longer before seeing a GP 
about an emotionally disturbed 3 year old as opposed to an 
emotionally disturbed 10 year old, whilst there was no such age 
difference for conduct disordered children. This may suggest that 
with emotional disorders the filter between concerned parents 
(level 2) and GPs (level 4) is more permeable to 10 year olds 
rather than 3 year olds. The fact that there is less of a 
difference for the two groups in terms of conduct disorder may 
be because parents are more likely to seek other professional 
help for conduct disordered 10 year olds, such as from a teacher 
or social worker, rather than medical help, as will be discussed 
in more detail below.
The type of problem presented also appears to influence referral 
attitudes. Parents were more worried about conduct disorders in 
both age groups. This is in line with the literature that 
suggests that parents are more concerned about antisocial 
behaviour than emotional disturbance (Garralda and Bailey 1988). 
However, in relation to 10 year old children, parents were more 
likely to see their GP about an emotionally disordered child than 
a child displaying conduct disorder.
This result may be less paradoxical than it at first appears when 
it is added that parents were more likely to see a teacher or 
social worker about a 10 year old child with conduct disorder 
than one with emotional disorder. Thus high levels of worry do
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not automatically indicate increased likelihood of GP 
consultation; it may be some other professional who is consulted. 
In this case it would seem that the filter between parents (level 
2) and professionals (level 3) may be more permeable to children 
displaying conduct disorder than those with emotional disorder, 
but this does not necessarily mean that these children are more 
likely to become primary care patients (level 4).
The responses of GPs supported this finding; GPs indicated that 
they saw emotionally disordered 10 year olds more frequently than 
conduct disordered 10 year olds. Although they were more likely 
to judge a conduct disordered 10 year old as more in need of 
specialist psychological help than an emotionally disordered 
child of the same age, they did not indicate that they were more 
likely to refer conduct disordered children to a mental health 
specialist. What cannot be determined from the present research 
is whether they would treat these conduct disordered children in 
a different way from those with emotional disorders. For example, 
their appraisal of conduct disordered children as more in need 
of psychological help may mean they are more likely to offer 
treatment themselves to that child than for emotionally 
disordered children.
In terms of age of child, GPs did not indicate that they were 
significantly more worried by 10 year olds than 3 year olds. 
However, they were more likely to assess a 10 year old with 
conduct disorder as in need of psychological help and they 
waited longer before referring 3 year olds with conduct disorder 
to a specialist, even though they reported that they actually saw 
more 3 year olds than 10 year olds with conduct disorders. Thus 
it would appear that the filter between GPs (level 4) and mental 
health professionals (level 5) is more permeable to 10 year olds 
than 3 year olds, at least for those children who display their 
disturbance in terms of antisocial behaviour.
Psychologists rated themselves as more worried about 10 year old 
children than 3 year olds, and thought problems were more common
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in 3 year olds than 10 year olds. This may further increase the 
permeability of the filter between GPs {level 4) and mental 
health professionals (level 5) for 10 year olds relative to 3
year olds, for if psychologists are more concerned about 10 year
olds relative to 3 year olds they may accept referrals of 10 year 
olds more readily from GPs, and may encourage further referrals 
from this age group.
Thus the pattern of results across all 3 subject groups can 
perhaps help to explain the fact that fewer preschool children 
are referred to mental health specialists than school-age 
children (Gath 1977). This is of interest in light of the fact 
that research shows that psychological difficulties in preschool 
children are more persistent than once thought, and psychological 
problems at age 3 are likely to persist to age 8 at least 
(Richman et al. 1982).
The sex of the child did not influence the referral responses of 
any of the subject groups. This is in contrast with the
literature that suggests that sex of child influences the 
perceptions and attitudes of parents (Serbin and O ’Leary 1989). 
This may be because the present research failed to stress 
sufficiently the sex of the child, and thus perhaps subjects did 
not attend to it, or it may be that whilst sex of child 
influences certain parental and professional judgements, it does 
not influence those attitudes and behaviours tapped by the
current research.
Alternatively, it may be that whilst sex of child does not 
directly influence referral attitudes and behaviours, there may 
be some indirect effect. The literature suggests that boys are 
more likely to express their psychological distress in terms of 
conduct rather than emotional disorders (Rutter 1970). If this 
is true, it may mean that parents are more worried about boys 
with psychological problems than girls, and GPs are more likely 
to diagnose boys as in need of psychological help. This supports 
the argument that boys are more frequently referred to
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psychological services because of the way they present their 
psychological disturbance, rather than because of a sex bias per 
se, (Achenbach and Edelbrock 1981).
Turning to parent variables, it would appear that parents’ social 
class did not influence their referral attitudes and behaviours. 
This is in contrast to the findings in the literature which show 
that increased rates of GP consultation are associated with lower 
socio-economic status (Roghmann and Haggerty 1972). This may be 
explained by the fact that the literature highlights social 
stress as leading to increased likelihood of consulting a 
professional about a child’s behaviour, but this cannot be 
equated simply with social class of the individual. Since in this 
study social class was measured simply on the current 
occupational status of the parents, the present study cannot be 
said to have measured social stress. Further research would need 
to be done examining current life stressors to explore this area 
more fully.
The major effect observed in terms of ethnic background of 
parents was that Asian parents were less worried than European 
parents. This is in line with the literature which suggests that 
Asian parents may be less likely to be concerned about, and seek 
help for, their children’s psychological problems (Kallarackal 
and Herbert 1976). Thus the permeability of the filter between 
children with psychological problems in the community (level 1) 
and children whose parents are concerned about them (level 2) 
may be reduced for children of Asian origin. However, since there 
was no significant difference between Asian and European parents 
in terms of the length of time they would wait before seeing a 
GP or indeed the likelihood of them seeing a GP at all, care 
needs to be taken in interpreting this result. It may be that 
their lower levels of worry would have an impact on determining 
whether help was sought for a less seriously disturbed child, but 
this would need further research to establish.
In terms of referrer variables, the number of years a GP had been
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that lesponses were consistent over at least a number of weeks.
The fact that this study was largely based on questionnaire
returns may have introduced important sources of sampling bias. 
Although the return rates were in line with other such studies
(Berdie et al. 1986), and for the psychologist subject group
were exceptionally high, it would have been helpful to have 
gathered demographic data on non-responders. In particular, the 
GP sample may have been biased towards those who had already used 
child mental health services, with those who did not regularly 
use these services not returning questionnaires.
For the parent sample, it does appear that there was 
overrepresentation of mothers, and of the higher social groups 
amongst respondents. It is not known whether the sample tms 
biased towards those parents who had had previous contact with 
child mental health services. It would have been helpful to have 
found out more about how much contact,the parent had had in the 
past with child mental health services.
The design of the questionnaires may not have emphasised sex of 
child sufficiently for respondents to differentiate between 
vignettes describing boy children and those describing girl 
children. It would have been instructive to interview subjects 
who had completed the questionnaire to try to elicit which 
factors they had been attending to when making their responses.
The findings relating to the influence of the age of child are
complicated by the fact that the vignettes about 10 and 3 year 
olds created from different scales. The results may
therefore mean tha± the cut-off point on tlæ Rutter scale 
actually relates to more severe symptomatology than that on the
Richman scale, rather than there being a bias on the part of 
respondents to be more concerned about the behaviour of 10 year 
olds as such. However, if this were the case, this would have 
important implications for our understanding of comparative 
epidemiological studies of the incidence of psychological
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to influence referral decisions? The numbers in the present study 
were too small to allow this sort of analysis.
The present research concentrated on factors affecting referral 
to mental health services. There is an increasing body of 
literature on factors affecting service uptake (Cottrell et a l . 
1988 ). In the light of the current findings, it would be of 
interest to investigate whether the same factors that appear to 
influence referral attitudes and behaviours also influence 
whether parents actually attend appointments once offered them 
by mental health professionals. For example are Asian parents 
lower levels of worry likely to mean that they are less likely 
to attend appointments if offered them? A potential area for 
further research might be to explore the attitudes and 
assumptions of Asian parents about child behaviour problems and 
their view of psychological services.
4.6 Conclusions and implications for clinical work
In the light of the finding that parents are most likely to 
approach a health visitor or teacher when concerned about 3 and 
10 year old children respectively, this research emphasises the 
need for psychologists to be involved in helping to train these 
professionals in how best to respond to such requests for help. 
This is in line with the findings of the recent MAS study which 
stressed the need for psychologists to become more active in 
training and supporting other professionals.
It would appear from the current findings that both parents and 
professionals need to be made more aware of the fact that 
problems in 3 year olds have long-term implications, and are 
unlikely to disappear if left untreated. In addition, it might 
be advisable to put service resources into educating parents and 
GPs to notice and respond to signs of significant emotional 
disturbance.
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The results also suggest that it may be worth targeting Asian 
communities to make sure that children with psychological 
disturbance are not being overlooked, and to provide some input 
to GPs who have been practising for over 10 years about the scope 
and relevance of psychological services.
Above all, this research highlights the need for mental health 
professionals to be aware of the fact that the children they see 
are not necessarily representative of the population of children 
with psychological problems existing in the community. Many 
factors have combined to determine which children are eventually 
referred to mental health professionals and which not. It is 
important for psychologists and other such professionals to be 
aware of this so that they can help encourage appropriate use of 
services and not support existing biases where these run contrary 
to the best interests of the child.
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A 3 year old boy has been difficult to manage in the last six 
months, for example his parents find it hard to stop him from 
destroying things. He appears to be irritable for more than an 
hour at a time on most days. He has temper tantrums daily, during 
which he kicks out and screams. These generally last for about 
15 minutes. He fights with his peers every day and repeatedly 
interrupts their games. He does not concentrate on a task for 
more than five minutes at a time.
1) How common do you think it is for a boy of this age to behave 
in this way? (please tick one box only)
[] Very rare, less than 1 boy in 100 behaves like this 
[] Quite rare, 1-10 boys in 100 behave like this
[] Quite common, 11-20 boys in 100 behave like this
[] Very common, more than 20 boys in 100 behave like this
2) If this were your son how worried would you be about him? 
(please tick one box only)
[] Not at all worried 
[] Mildly worried 
[] Worried
[] Extremely worried
3) If the child's behaviour did not change how long would you 
wait before going to see your G.P., if you went at all? 
(please tick one box only)
[] Unlikely to ever go to G.P. about this behaviour 
[] Would go immediately >
[] Would wait up to 3 months
[] Would wait 4-7 months
[] Would wait 8-11 months
[] Would wait 12 months or more
4) Who would you be most likely to ask for advice about this 
child's behaviour, apart from family and friends, if anyone? 
(please tick one box only)
[] Would not talk to anyone, apart from family and friends. 
[] School Teacher 
[] G.P.
[] Health Visitor 
[] Social Worker
[] Other (please specify)____________________________
A 10 year old boy has been complaining of stomach aches, at least 
once a week for the last six months. About once a week he cries 
on arrival at school, and on one or two occasions has appeared 
to be quite distressed. He is afraid of new situations," such as 
meeting new people. He spends most of his time alone. He worries 
about many things'for example if he feels he has done something 
wrong. He often wakes early in the morning and finds it difficult 
to settle back to sleep.
1) How common do you think it is for a boy of this age to behave 
in this way? (please tick one box only)
[] Very rare, less than 1 boy in 100 behaves like this 
[] Quite rare, 1-10 boys in 100 behave like this 
[] Quite common, 11-20 boys in 100 behave like this 
[] Very common, more than 20 boys in 100 behave like this
2) If this were your son how worried would you be about him? 
(please tick one box only) -
[] Not at all worried 
[] Mildly worried 
[] Worried
[] Extremely worried
3) If the child's behaviour did not change how long would you 
wait before going to see your G.P., if you went at all? 
(please tick one box only)
Unlikely to ever go to G.P. about this behaviour 
Would go immediately ^
Would wait up to 3 months 
Would wait 4-7 months 
Would wait 8-11 months 
Would wait 12 months or more
4) Who would you be most likely to ask for advice about this 
child's behaviour, apart from family and friends, if anyone? 
(please tick one box only)
Would not talk to anyone, apart from family and friends. 
School Teacher 
G.P.
Health Visitor 
Social Worker
Other (please specify)^________________________
If you have any comments vou would like to add please write overleaf
A 10 year old' girl has been caught taking pens and other 
possessions from her classmates on six occasions in the last six 
months. On one occasion she has also been found to tear up their 
work. She is unpopular with the other children and often fights 
with them, in particular she is liable to bully younger children. 
She is disobedient to her parents and teachers and lies to them.
1) How common do you think it is for a girl of this age to behave 
in this way? (please tick one box only)
[] Very rare, less than 1 girl in 100 behaves like this. 
[] Quite rare, 1-10 girls in 100 behave like this 
[] Quite common, 11-20 girls in 100 behave like this 
[] Very common, more than 20 girls in 100 behave like this
2) If this were your daughter how worried would you be about her? 
(please tick one box only)
[] Not at all worried 
[] Mildly worried 
[] Worried
[] Extremely worried
3) If the child's behaviour did not change how long would you 
wait before going to see your G.P., if you went at all? 
(please tick one box only)
Unlikely to ever go to G.P. about this behaviour 
Would go immediately 
Would wait up to 3 months
Would wait,.4-7 months ,
Would wait 8-11 months 
Would wait 12 months or more
4) Who would you be most likely to ask for advice about this 
child's behaviour, apart from family and friends, if anyone? 
(please tick one box only)
Would not talk to anyone, apart from family and friends. 
School Teacher 
G.P.
Health Visitor 
Social Worker
Other (please specify)____________________________
f vou have any comments vou would like to add please write overleaf
CHILD PROBLEMS QUESTIONNAIRE
To be returned t o ;
Miranda Wolpert
Trainee Clinical Psychologist
Willesden Centre for Psychological Treatment
Willesden Hospital, Harlesden Road
London NWIO 3RY
A 3 year old girl has been difficult to manage in the last six 
months, for example her parents find it hard to stop her from 
destroying things. She appears to be irritable for more than an 
hour at a time on most days. She has temper tantrums daily, 
during which she kicks out and screams. These generally last for 
about 15 minutes. She fights with her peers every day and 
repeatedly interrupts their games. She does not concentrate on 
a task for more than five minutes at a time. Physical examination 
reveals no abnormalities and all investigations are normal. There 
is no indication of developmental delay.
1) How frequently do you see a girl like this?
(please tick one only).
[] Very rarely; less than once a year 
[] Quite rarely; 1 or 2 a year 
[] Quite often; 3 or 4 a year 
[] Very often; 5 or more a year
2) How worried would you be about this child's behaviour? 
(please tick one only)
[] Not at all worried 
[] Mildly worried 
[] Worried
[] Extremely worried
3) Indicate what you would be most likely to do in this case, 
(please tick one only)
[] Reassure the parents and take no further action
[] Counsel child/parents yourself and arrange to see again
[] Refer to specialist and do not arrange to see again
[] Refer to specialist and arrange to see again
[] Other (please specify) _________________________________
4) Indicate to whom, if anyone, you would be most likely to 
refer this child in the first instance, (please tick one only) 
Would not refer 
Social Worker 
Health Visitor 
Paediatrician
Child Psychiatrist/Psychologist
Other (please specify)___________________________________
PLEASE TURN OVER
5) Do you feel that this girl needs specialist psychological 
help? (please tick one only)
[] Yes [] No
6) If you did not refer to a Child Psychiatrist or Psychologist
in the first instance, and the child's behaviour did not
improve, how long would you wait before referring to a child
mental health specialist, if at all?
(please tick one only)
[] Unlikely to refer at all 
[] Would have referred at once 
[] Up to 3 months 
[] 4-7 months 
[] 8-11 months
t
[] 12 months or more
7) Which child mental health service, if any, would you be most 
likely to refer to at that point?
(please tick one only)
[] Would not refer to a child mental health service
[] Child and Family Psychiatry
[] Child Guidance
[] Child Development Centre
[] Child Psychology
[] Educational Psychology
If vou have anv comments vou would like to add please write below
A 3 year old boy has appeared quite miserable for more than an 
hour at a time on most days for the last six months. He worries 
repeatedly over minor events, such as changes in his routine. He 
follows his mother around, even into the toilet. He is afraid of 
dogs, cats and other animals. He runs away from them and only 
calms down after being comforted. He wakes at night two or three
times a week and on these occasions ends up spending the night
in his parents bed. Physical examination reveals no abnormalities 
and all investigations are normal. There is no indication of 
developmental delay.
1) How frequently do you see a boy like this?
(please tick one only).
[ ] Very rarely; less than once ..a year
[] Quite rarely; 1 or 2 a year 
[] Quite often; 3 or 4 a year 
[] Very often; 5 or more a year
2) How worried would you be about this child's behaviour? 
(please tick one only)
[] Not at all worried 
[] Mildly worried 
[] Worried
[] Extremely worried
3) Indicate what you would be most likely to do in this case, 
(please tick one only) ,
[] Reassure the parents and take no further action
[] Counsel child/parents yourself and arrange to see again 
[] Refer to specialist and do not arrange to see again 
[] Refer to specialist and arrange to see again 
[] Other (please specify)_________________ _________________
4) Indicate to whom, if anyone, you would be most likely to 
refer this child in the first instance, (please tick one only) 
Would not refer 
Social Worker 
Health Visitor 
Paediatrician
Child Psychiatrist/Psychologist
Other (please specify)___________________ ________________
PLEASE TURN OVER
A 10 year old girl has been complaining of stomach aches at least 
once a week for the last six months. About once a week she cries 
on arrival at school, and on one or two occasions has appeared 
to be quite distressed. She is afraid of new situations, such as 
meeting new people. She spends most of her time alone. She 
worries about many things for example if she feels she has done 
something wrong. She often wakes early in the morning and finds 
it difficult to settle back to sleep. Physical examination 
reveals no abnormalities and all investigations are normal. There 
is no indication of developmental delay.
1) How frequently do you see a girl like this?
(please tick one only).
[] Very rarely; less than once a year 
[] Quite rarely; 1 or 2 a year 
[ ] Quite often; 3 or 4. a year 
[] Very often; 5 or more a year
2) How worried would you be about this child's behaviour? 
(please tick one only)
[] Not at all worried 
[] Mildly worried 
[] Worried
[] Extremely worried
3) Indicate what you would be most likely to do in this case, 
(please tick one only) ^
[] Reassure the parents and take no further action
[] Counsel child/parents yourself and arrange to see again 
[] Refer to specialist and do not arrange to see again 
[] Refer to specialist and arrange to see again 
[] Other (please specify)_______________________________ ___
4 ) Indicate to whom, if anyone, you would be most likely to 
refer this child in the first instance, (please tick one only)
[] Would not refer 
[] Social Worker 
[] Health Visitor 
[] Paediatrician
[] Child Psychiatrist/Psychologist
[] Other (please specify)___________________________________
PLEASE TURN OVER
5) Do you feel that this girl needs specialist psychological 
help? (please tick one only)
[] Yes [] No
6) If you did not refer to a Child Psychiatrist or Psychologist
in the first instance, and the child's behaviour did not
improve, how long would you wait before referring to a child
mental health specialist, if at all?
(please tick one only)
[] Unlikely to refer at all 
[] Would have referred at once 
[] Up to 3 months 
[] 4-7 months 
[] 8-11 months 
[] 12 months or more
7) Which child mental health service, if any, would you be most 
likely to refer to at that point?
(please tick one only)
[] Would not refer to a child mental health service
[] Child and Family Psychiatry
[] Child Guidance
[] Child Development Centre
[] Child Psychology
[] Educational Psychology
If vou have anv comments vou would like to add please write below
•?5/V
A 10 year old boy has been caught taking pens and other
possessions from his classmates on six occasions in the last six
months. On one occasion he has also been found to tear up their 
work. He is unpopular with the other children and often fights 
with them, in particular he is liable to bully younger children. 
He is disobedient to his parents and teachers and lies to them. 
Physical examination reveals no abnormalities and all
investigations are normal. There is no indication of
developmental delay.
1) How frequently do you see a boy like this?
(please tick one only).
[] Very rarely; less than once a year 
[] Quite rarely; 1 or 2 a year 
[ ] Quite often; 3 or 4 a year 
[] Very often; 5 or more a year
2) How worried would you be about this child's behaviour? 
(please tick one only)
[] Not at all worried 
[] Mildly worried 
[] Worried
[] Extremely worried
3) Indicate what you would be most likely to do in this case, 
(please tick one only)
[] Reassure the parents and take no further action 
[] Counsel child/parents yourself and arrange to see again 
[] Refer to specialist and do not arrange to see again 
[] Refer to specialist and arrange to see again 
[] Other (please specify)________________
4) Indicate to whom, if anyone, you would be most likely to 
refer this child in the first instance, (please tick one only) 
Would not refer 
Social Worker 
Health Visitor 
Paediatrician
Child Psychiatrist/Psychologist 
Other (please specify)_________ ____________
PLEASE TURN OVER
5) Do you feel that this boy needs specialist psychological 
help? (please tick one only)
[] Yes [] No
6) If you did not refer to a Child Psychiatrist or Psychologist 
in the first instance, and the child's behaviour did not 
improve, how long would you wait before referring to a child 
mental health specialist, if at all?
(please tick one only)
[] Unlikely to refer at all 
[] Would have referred at once 
[] Up to 3 months 
[ ]  4 - 7  months 
[] 8-11 months 
[] 12 months or more
7) Which child mental health service, if any, would you be most 
likely to refer to at that point?
(please tick one only)
[] Would not refer to a child mental health service
[] Child and Family Psychiatry
[] Child Guidance
[] Child Development Centre
[] Child Psychology
[] Educational Psychology
If you have anv comments vou would like to add please write below
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BACKGROUND INFORMATION
1) Your sex:
[] Male [] Female
2) Years working as a G.P.: 
[] Less than 5 years
[] 5-10 years 
[] more than 10 years
3) Please state:
Individual list size ___
Practice list size _____
Number of partners _____
4) Have you any children yourself? 
[] Yes [] No
5) Have you ever made a referral to child mental health services? 
[] Yes [] No
6) If your answer to the question above was "Yes", which of the 
following services have you referred to?
(please tick as many as appropriate)
[] Child and Family Psychiatry 
[] Child Development Centre 
[ ] Child Guidance 
[] Child Psychology 
[] Educational Psychology
[] Other (please specify) ______________________________
7) On average how often do you make a referral to child mental 
health services in a year? (please tick one only)
[] Less than once a year 
[] 1-6 times a year 
[] 7-12 times a year 
[] More than once a month
THANK YOU FOR YOUR HELP
CHILD REFERRALS QUESTIONNAIRE
To be returned to :
Miranda Wolpert
Trainee Clinical Psychologist
Willesden Centre for Psychological Treatment 
Willesden Hospital, Harlesden Road 
London NWIO 3RY
A 3 year old boy has appeared quite miserable for more than an 
hour at a time on most days for the last six months. He worries 
repeatedly over minor events, such as changes in his routine. He 
follows his mother around, even into the toilet. He is afraid of 
dogs, cats and other animals. He runs away from them and only 
calms down after being comforted. He wakes at night two or three 
times a week and on these occasions ends up spending the night 
in his parents bed. His G.P. reports that physical examination 
reveals no abnormalities, and there is no indication of 
developmental delay.
1) How common do you estimate it is for a boy of this age, who 
is not mentally or physically disabled, to behave in this way? 
(please tick one only).
[] Very rare, less than one boy in a 100 behaves like this 
[] Quite rare, 1-10 boys in 100 behave like this 
[] Quite common, 11-20 boys in 100 behave like this 
[] Very common, more than 20 boys in 100 behave like this
2) How worried would you be about this b o y ’s behaviour if he were
referred to you? (please tick one only)
[] Not at all worried 
[] Mildly worried 
[] Worried
[] Extremely worried
3) Do you feel that this would be an appropriate referral to 
your service? (Please specify which service you are part of). 
Servie e _________   — ----------------  — - --
Is this an appropriate referral? [] Yes [] No
If you feel it is inappropriate please give reasons for your 
answer. (Please continue overleaf if necessary).
5) What would you be most likely to do first in this case if this 
boy were referred to you? (please tick one only).
Refer on elsewhwere 
See the child alone 
See the parents alone 
See the whole family
Other (please specify) ---------------- ---------------
A 3 year old girl has been difficult to manage in the last six 
months, for example her parents find it hard to stop her from 
destroying things. She appears to be irritable for more than an 
hour at a time on most days. She has temper tantrums daily, 
during which she kicks out and screams. These generally last for 
about 15 minutes. She fights with her peers every day and 
repeatedly interrupts their games. She does not concentrate on 
a task for more than five minutes at a time. Her G.P. reports 
that physical examination reveals no abnormalities, and there is 
no indication of developmental delay.
1) How common do you estimate it is for a girl of this age, who 
is not mentally or physically disabled, to behave in this way? 
(please tick one only).
[] Very rare, less than one girl in a 100 behaves like this 
[] Quite rare, 1—10 girls in 100 behave like this 
[] Quite common, 11-20 girls in 100 behave like this 
[] Very common, more than 20 girls in 100 behave like this
2) How worried would you be about this girl’s behaviour if she 
were referred to you? (please tick one only)
[] Not at all worried 
[] Mildly worried 
[] Worried
[1 Extremely worried
3) Do you feel that this would be an appropriate referral to 
your service? (Please specify which service you are part of).
Service
Is this an appropriate referral? [] Yes [] No
4) If you feel it is inappropriate please give reasons for your 
answer. (Please continue overleaf if necessary).
5) What would you be most likely to do first in this case if this 
girl were referred to you? (please tick one only).
] Refer on elsewhwere 
] See the child alone 
] See the parents alone 
] See the whole family
] Other (please specify) __________ __________________ _
A 10 year old girl has been complaining of stomach aches at least 
once a week for the last six months. About once a week she cries 
on arrival at school, and on one or two occasions has appeared 
to be quite distressed. She is afraid of new situations, such as 
new people. She spends most of her time alone. She 
worries about many things for example if she feels she has done 
something wrong. She often wakes early in the morning and finds 
it difficult to settle back to sleep. Her G.P. reports that 
physical examination reveals no abnormalities, and there is no 
indication of developmental delay.
1) How common do you estimate it is for a girl of this age, who 
is not mentally or physically disabled, to behave in this way? 
(please tick one only).
[] Very rare, less than one girl in a 100 behaves like this 
[] Quite rare, 1-10 girls in 100 behave like this 
[] Quite common, 11-20 girls in 100 behave like this 
[] Very common, more than 20 girls in 100 behave like this
2) How worried would you be about this girl’s behaviour if she
we re referred to you?
[] Not at all worried
[] Mildly worried
[] Worried
[] Extremely worried
Do you feel that this
yo ur service? (Please
Se rvice
Is this an appropriai' "eferral? [] Yes [] No
4) If you feel it is inappropriate please give reasons for your 
answer. (Please continue overleaf if necessary).
5) What would you be most likely to do first in this case if this 
girl were referred to you? (please tick one only).
[] Refer on elsewhwere 
[] See the child alone 
[ ] See the parents alone 
[ ] See the whole family
[] Other (please specify) -------------------------- ----
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A 10 year old boy has been caught taking pens and other 
possessions from his classmates on six occasions in the last six 
months. On one occasion he has also been found to tear up their 
work. He is unpopular with the other children and often fights 
with them, in particular he is liable to bully younger children. 
He is disobedient to his parents and teachers and lies to them. 
His G.P. reports that physical examination reveals no 
abnormalities, and there is no indication of developmental delay.
1) How common do you estimate it is for a boy of this age, who 
is not mentally or physically disabled, to behave in this way? 
(please tick one only).
[] Very rare, less than one boy in a 100 behaves like this 
[] Quite rare, 1—10 boys in 100 behave like this 
[] Quite common, 11-20 boys in 100 behave like this 
[] Very common, more than 20 boys in 100 behave like this
2) How worried would you be about this b o y ’s behaviour if he were 
referred to you? (please tick one only)
[] Not at all worried 
[ ] Mildly worried 
[] Worried
[ ] Extremely worried
3) Do you feel that this would be an appropriate referral to 
your service? (Please specify which service you are part of). 
Service_____________      — ------
Is this an appropriate referral? [] Yes [] No
4) If you feel it is inappropriate please give reasons for your 
answer. (Please continue overleaf if necessary).
5) What would you be most likely to do first in this case if this 
boy were referred to you? (please tick one only).
Refer on elsewhwere 
See the child alone 
See the parents alone 
See the whole family
Other (please specify)  ______________  — ------------
BACKGROUND INFORMATION
1) Your sex :
[] Male [] Female
2) Years working as a qualified clinical psychologist:
L] Less than 5 years
[] 5-10 years
[] more than 10 years
3) Years working as a qualified clinical psychologist 
specialising in work with children:
[] Less than 5 years 
[] 5-10 years 
[] more than 10 years
4) Please state your main area of work with children, eg as part 
of a Child Development Centre or in Child and Family 
Psychiatry or as part of Paediatric Services, and so on.
5) Please rank the following in order of who you estimate makes 
the greatest number of referrals to your service, as specified 
above, each year:
(Please rank the source whom you estimate to make the greatest 
number of referrals as 1, and so on down to the least 
frequent source of referrals, who should be ranked at 7.) 
G.P.
Social Worker 
Health Visitor 
Paediatrician 
School Doctor 
School Teacher 
Parent
Other (please specify)_____________________________
6 )  I ave you any children yourself? 
] Yes [] No
THANK YOU FOR YOUR HELP
fi
APPENDIX 3
WILLESDEN CENTRE FOR PSYCHOLOGICAL TREATMENT
Willesden Hospital, Harlesden Road
London NW10 3RY 
Tel ; 459-1 292 ext 4310
2nd February 1990
Dear Parent or Guardian,
I am writing to ask if you would be prepared to take part in a 
research project looking at what makes parents worry about a 
c h i l d ’s behaviour. It will take less than 10 minutes of your 
time. It is hoped that the results will be used to further 
develop services in Hammersmith and Fulham to help children with 
behaviourial and emotional problems.
If you agree to take part I will send you a questionnaire to fill 
in containing descriptions of 4 different young children. In the 
questionnaire you will asked to indicate how worried you would 
be about these children if they were your children.
You will not be asked to give your name and address on the 
questionnaire, and thus all replies will be anonymous.
If you are prepared to do this please send me the completed slip 
below in the self-addressed-stamped envelope provided. If you 
have any questions please contact me.
Yours sincerely.
Mi randa Wolpert
Trainee Clinical Psychologist
I am prepared to be sent a questionnaire to fill in 
Please send it to:
N a m e __________________________________________________________
Address ____________________________________________________ _
WILLESDEN CENTRE FOR PSYCHOLOGICAL TREATMENT
Willesden Hospital, Harlesden Road 
Dr London NWIO 3RY
Tel: 459 1292 ext 4310
March 199 0
Dear Dr ,
I am conducting research into factors that influence referral to 
child mental health services in West Riverside. It is hoped that 
the results will aid service development in your area. I am a
trainee clinical psychologist employed by N.W.Thames Regional
Health Authority, currently based at Willesden Hospital. This 
research forms part of my qualification in clinical psychology. 
I would be very grateful for your help.
The enclosed ,questionnaire consists of 4 short descriptions of 
children who might be brought to your surgery. In each case 
please read the description and answer the questions below which 
relate to how you would be likely to respond to such a case. The 
whole thing should not take more than 10 minutes to complete.
At the end you are asked for some basic information about you and 
your practice to help me control for demographic variables. All 
information will be treated as confidential.
I will send you a copy of my results when the project is 
completed. If you have any queries please contact me.
Please return the completed questionnaire to me in the envelope 
provided as soon as possible. Thank-you for your cooperation
Yours sincerely
Miranda Wolpert
Trainee Clinical Psychologist
N.W.Thames In-Service Training Course in Clinical Psychology
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WILLESDEN CENTRE FOR PSYCHOLOGICAL TREATMENT
Willesden Hospital, Harlesden Road
London NWIO 3RY
"FI "
Tel: 459-1292 ext 4310
"F3"
"F4"
"F5"
"F6"
26th March 1990
Dear "FI",
I am a trainee clinical psychologist on the N.W.Thames In-Service 
Training Course, currently on placement at Willesden Hospital. 
For my dissertation for the diploma in Clinical Psychology I am 
investigating factors that influence referral of children to 
child mental health services. It is hoped that the results will 
aid the development of psychological services for children. I 
would be very grateful for your help.
The enclosed questionnaire consists of 4 short descriptions of 
children who might be referred to your service. In each case 
please read the description and answer the questions below it. 
Please feel free to add any comments you would like to make.
The whole thing should not take more than 10 minutes to complete^
At the end you are asked for some basic information about you and 
your service to help me control for demographic variables. A H  
information will be treated as confidential.
Please return the completed questionnaire to me in the envelope 
provided as soon as possible. If you have any queries please 
contact m e . I will send you a copy of my results w hen tho project 
is complete.
Thank-you for your cooperation,
Yours sincerely.
Miranda Wolpert
Trainee Clinical Psychologist
APPENDIX 4
\  ' I
APPENDIX 4
Influence of sex of child on subject questionnaire responses
T a b 1e A: influence of sex of child on parent responses
scale mean score 
boy
mean score 
girl
t
perceived frequency 
of behaviour 2.2283 2.2015 .45 n.s.
level of worry 3.1470 3.1204 .46 n.s.
wait before 
going to GP 3.2403 3.4642 -1.02 n.s.
Table B: Influence of sex of child on GP responses
scale mean score 
boy
mean score 
girl
t
frequency of GP 
contact 1.8684 2.000 -.85 n.s.
level of worry 2.4474 2.4429 .04 n.s.
wait before 
referring on 2.2394 2.5692 -1.42 n.s.
Table C: Influence of sex of child on psycholoqist r<esDonses
scale
\
mean score 
boy
mean score 
girl
t
judged frequency 
of behaviour 2. 1974 2.1447 .49 n.s.
level of worry 2.5135 2.6081 .83 n.s.
M iranda W olpert 
M arch 1998
AN INVESTIGATION OF FAMILIES' AND THEIR SYSTEMIC THERAPISTS' USE
OF ATTRIBUTIONS OF BLAME AND EXONERATION IN RELATION TO THE
PRESENTING PROBLEM
D issertation  subm itted  to Surrey  University a s  p a rt of the  requ irem en ts for
the degree of PsychD.
[19,993 words]
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ABSTRACT
This s tudy  se t o u t to develop opera.tionsI definitions of blome an d  
exoneration, th a t  could be u sed  to code causa l a ttrib u tio n s  ab o u t the  
p resen ting  problem  as  they  arise  in  na tu ra lly  occurring conversations in  
child m en tal h ea lth  services. Two stud ies were undertaken . S tudy  One u sed  
the  Leeds A ttribu tional Coding System  to code cau sa l a ttr ib u tio n s  a b o u t the  
p resen ting  problem  m ade by a  sam ple of ten  fam ilies and  th e ir th e rap is ts , 
an d  to categorise these  a ttrib u tio n s a s  e ither blam ing or exonerating. The 
different p a tte rn s  of blam e and  exoneration m ade by family m em bers an d  
th e rap is ts  w as investigated an d  the  possible rela tionsh ip  betw een levels of 
blam e a n d  drop o u t from therapy  w as tentatively  explored u sin g  M ulti­
d im ensional Scalogram  A nalysis (MSA). The ten  m o thers an d  th ree  ch ild ren  
in  the  s tudy  tended  to m ake a ttrib u tio n s th a t b lam ed the  referred child, 
w hilst the  two fa thers m ainly m ade a ttrib u tio n s  ab o u t th e  difficulties th a t  
exonerated th e  child. The five th e rap is ts  tended  to m ake a ttr ib u tio n s  th a t  
exonerated  th e  child. MSA indicated  th a t  blam e of p a re n ts  by th e ra p is ts  in  
the ir in terventions, m ight be a  factor w orth exploring in  relation  to 
p rem atu re  term ina tion  of trea tm en t. S tudy two set o u t to explore th e  validity 
of the  coding system  developed, by com paring th e  re su lts  of u s in g  th e  coding 
system  w ith  th e  re su lts  of a  Conversation Analysis of a  th e rap eu tic  
encounter. It w as found th a t the  coded cau sa l a ttrib u tio n s  could  be tak en  as  
rep resen tative  of th e  p a rtic ip an ts’ construction  of b lam e and  exoneration  for 
the  difficulties in  th a t  encounter.
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INTRODUCTION
1.1 Purpose of study
This s tudy  se ts  o u t to develop operational definitions of blam e an d  
exoneration th a t  can  be u sed  to code n a tu ra lly  occurring  cau sa l 
a ttrib u tio n s  th a t  a rise  in clinical settings. These definitions will be 
u sed  to investigate the  p a tte rn s  of blam ing an d  exonerating 
a ttrib u tio n s  m ade by family m em bers a n d  the  th e ra p is ts  they  see 
ab o u t the  p resen ting  problem , a n d  to explore the  rela tionsh ip  betw een 
these  p a tte rn s  of blam e an d  exoneration an d  drop o u t from therapy .
1.2 Blam e and  svstem ic family therapy
People tend  to seek  to a ttr ib u te  blam e for negative even ts th a t  befall 
them  (Finerm an & B ennett, 1995; Hewstone & F incham , 1996). Issu es  
of blam e are  th u s  likely to arise  in any  in itial en co u n te r betw een a  
th e rap is t an d  a  family who have come to seek  th a t  th e ra p is t's  help 
because  of difficulties they  are having in relation  to th e ir  child, “...in  
seeking  therapy individuals signal som e change, or breach o f  the  
everyday fo r  w hich  they  m ust account to the  th e r a p is t .T h is  m eans th a t 
issu e s  o f  blame and  responsibility are central”. (S tandcom be 8& W hite, 
1997 p. 23).
W hom  family m em bers blam e for th e ir problem s, an d  to w ha t ex ten t 
they  blam e them , is th o u g h t crucially to affect the ir response  to th e ir 
difficulties (Frude, 1991). It h a s  been  argued  th a t  w here p a re n ts  b lam e 
the ir ch ild ren  for negative events th a t  h ap p en  it m ay con tribu te  to th e  
developm ent of conduct d iso rders in those  ch ildren  (Baden & Howe, 
1992), to the  increased  risk  of a b u se  of those  ch ild ren  by th e ir p a re n ts  
(Silvester, Bentovim , S tra tton , & H anks, 1995) and  to be assoc ia ted  
w ith poor outcom e of family therapy  (Frude, 1991). W here p a re n ts
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blam e them selves, or experience them selves a s  being blam ed by 
o thers, it m ay reduce the ir ability to engage in usefu l th erap eu tic  w ork 
(Furlong & Young, 1996; F u rm an  & Ahola, 1989).
System ically o rien tated  th e ra p is ts  are particu larly  in te rested  in the  
role of blam e in therapy. ^  It is widely argued  th a t fam ilies 
characteristically  come to therapy  w ith an  en trenched  blam e fram e , 
w hereby family m em bers seek to blam e one person, generally the  
referred child, for causing  the  difficulties th a t have led the  family to 
seek  clinical help (Byng-Hall, 1980; Hoffmann, 1981; S tra tton , 
P reston-Shoot, & H anks, 1990; Walzlawick, W eakland, & Fish, 1974). 
M eyerstein (1994) writes; “Blame is one o f  the m ost pernicious, toxic 
and  w idespread  sty les o f  heightened emotional responsivity in  
fam ilies... blame constitutes fa m ily  m em bers’ attem pts ...to solve a  
problem  by  assigning culpability” (p. 26).
It is th o u g h t th a t one of the  key ta sk s  for the  th e rap is t is to challenge 
th is  blam ing a ttitu d e  and  help the  family come to a  different 
u n d ers tan d in g  of the  difficulties th a t does n o t involve assign ing  blam e 
(B urnham , 1986; S tra tto n  et al., 1990). It is suggested th a t th is  can  be 
done in  p a rt by a  “refram ing” of the  difficulties, w hereby the  problem  
is re-described  by the  th e rap is t in a  different way, su c h  th a t  th e  family 
is able to take  on a  new non-blam ing u n d ers tan d in g  of the  difficulties 
(B urnham , 1986; Pocock, 1995) .2
1 System ic therapy is  an approach to working w ith children and their fam ilies w hich  
focu ses upon interactional rather than individual phenom ena. The three schools of 
therapy w hich are based upon system s theory are. the Milan System ic , 
“Structural” and “Strategic”. The Milan System ic approach, w hich is  the focus of 
th is study, particularly concentrates on the way in  w hich family m em bers’ 
interpretation of the cau ses and nature of the problem contributes to the  
difficulties (Penn & Sheinberg, 1991). For a  comparison of the three approaches see  
Burnham  (1986). “Müan System ic” and “system ic” wül be taken as synonym ous 
from th is  point on.
2  “To reframe, then, means to change the conceptual and/or emotional setting or 
viewpoint in relation to which a situation is experienced and to place it in another 
fram e which fits the fa c ts” of the sam e concrete situation equally well or even better, 
and thereby changes its entire meaning” Waizlawick et al. (1974), p. 95.
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M uch of w ha t Milan system ic th e ra p is ts  actually  do in th erapy  can  be 
seen a s  in tended  to help challenge the  b lam ing a ttrib u tio n s  b rough t 
by fam ilies an d  to enable family m em bers to develop a lternative n o n ­
blam ing explanations.^ T herap ists w ork in team s so th a t they  can  th en  
tap  different perspectives on the  sam e problem  (Tomm, 1984; Sprenkle 
8& Bischof, 1994). The th erap eu tic  team  m eet for som e tim e before the  
family arrives to “hypothesise” ab o u t possible w ays of u n d e rs tan d in g  
the  fam ily’s difficulties on the  b asis  of any  inform ation they  have a t  
th a t tim e. The th e ra p is ts  a ttem p t to develop hypotheses th a t  re la te  to 
the  in terac tion  betw een individuals in the  relevant system  th a t a re  no t 
blam ing of any  individual or indeed of the  family a s  a  whole 
(B urnham , 1986; Penn & Sheinberg, 1991).
In the  session  itself one th e rap is t interview s the  family while h is  o r h e r 
co-worker(s) s its  beh ind  a  one-w ay screen. The therapist(s) beh ind  the  
screen can  phone th rough  to the  th e ra p is t in the  room  to m ake 
suggestions an d  com m ents or a sk  for specific questions to be p u t  to 
family m em bers. Q uestions are  no t ju s t  u sed  to ga ther inform ation, 
b u t are  also designed to de-stabilise  existing beliefs and  to in troduce  
new links an d  ideas (Tomm, 1984a; Tomm, 1984b; B u rnham , 1986). 
T herap ists challenge blam ing exp lanations bo th  by adopting  a  n o n ­
blam ing stance  in  general, an d  by seeking to elicit a lternative n o n ­
blam ing explanations from family m em bers (Melidonis 8& Bry, 1995; 
M eyerstein, 1994)
3  The sum m aiy of therapeutic practice given in  the text above wül principally 
reflect Müan therapy as practised in  the team  where the research w as earned out. 
This practice is  hkely to be representative of m ainstream  Müan therapy given the  
fact that senior team  m em bers were involved in  teaching Müan therapy both w ithin  
and outside the team. Only those elem ents of Müan therapy relevant to the present 
research will be highlighted. For a  full account of th is  mode of therapy see  
Burnham  (1986), or Stratton et al. (1990).
4  Interestingly the term “exoneration” is  not u sed  in  the family therapy hterature. It 
WÜ1 be u sed  here, and taken to be interchangeable w ith “non-blam ing”.
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Tow ards th e  end  of the  m eeting the  prim ary th e ra p is t leaves the  family 
and m eet w ith  h is  or h e r co-worker(s) to d iscu ss the  issu e s  raised . He 
or she th en  re tu rn s  to the  family an d  offers a n  “in tervention” w hich 
generally includes som e suggestions a s  to how th e  fam ilies’ difficulties 
m ight be viewed. It is the  in tervention  th a t is  th e  vehicle by w hich new 
a ttrib u tio n s  and  perspectives a re  formally in troduced  w hich m ay 
challenge the  fam ilies pre-existing beliefs (B urnham , 1986). This can  
be done in  a  n u m b er of w ays, for'exam ple: a  norm ative perspective 
can  be offered, the  effect of ex ternal events can  be s tre ssed  or the  
positive in ten t beh ind  th e  behaviour can  be em phasised  (Coppersm ith, 
1981; S tra tton , 1992).
One of the  criticism s of system ic therapy  is th a t  in a ttem pting  to 
exonerate the  child the  th e rap is t implicitly b lam es th e  family u n it a s  a  
whole. T reacher an d  C arpen ter (1993) com m ent: “m any o f  the  
conceptual fram ew orks and  techniques tha t have been  adopted by  
fam ily  therapists... implicitly or explicitly blame fa m ily  m em bers fo r  the  
predicam ent o f  the fam ily  sym ptom  bearer” (p. 14). In p a rticu la r som e 
system ic th e rap is ts  have been criticised by fem inists for focusing on 
the  role of the  m other ra th e r  th a n  o ther family m em bers, particu larly  
the  fa ther (Bograd, 1984; Goldner, 1985; Piercy & Sprenkle, 1990).
In response  to these  criticism s there  have been  calls for th e ra p is ts  to 
increase  the ir vigilance against the  danger of replacing family 
m em bers’ blam ing of one individual w ith alternative “b lam ings , su c h  
a s  of the  family a s  a  whole (Treacher & C arpenter, 1993). For exam ple 
Reim ers and  S treet (1993) com m ent on the  need  for th e ra p is ts  to 
increase  the ir sensitivity to the  way the ir in terven tions m ay be h e a rd  
by family m em bers a s  blam ing the  family for the  difficulties, “..there is  
a difference betw een encouraging people to take  responsibility fo r  
bringing about change on the one hand, and  blaming them  fo r  being the  
cause o f  the problem  in the f ir s t place. The fee ling  o f  being blam ed is
100
very common and  a poor basis fo r  seeking  change, because o f  the  
de fen siven ess  it understandably  stirs up  in p a re n ts” (p. 52)
It h a s  been  suggested th a t  if pa re n ts  feel they  are being blam ed by the  
th e rap is t for the  difficulties, they  will no t engage in  a  positive 
th erap eu tic  alliance w ith th a t  th erap is t, an d  m ay be m ore likely to 
drop o u t of trea tm en t (Howe, 1989; Kuehl, Newfield, & Jo an n in g ,
1990; M ason, W atts, & Hewison, 1995; Reim ers & Street, 1993). Given 
th a t 40-60%  of all fam ilies term inate  psychological trea tm en t 
p rem ature ly  (A rm buster & Kazdin, 1984; Cottrell, Hill, Walk,
D earnaley, & lerotheou, 1988; Novick, B enson, & Rem bar, 1981) it is 
a rgued  th a t th e ra p is ts  m u s t be particu larly  sensitive to these  issu e s  
(Furlong & Young, 1996) . ^
In the  light of th is  it h a s  been argued th a t  the  th e rap is t m u s t strive to 
m inim ise the  possibility of p a re n ts  feeling b lam ed a t th e  o u tse t of 
therapy , in order to increase  the  chances of positive “engagem ent” 
occurring, an d  in order to reduce levels of p rem atu re  term ina tion  of 
trea tm en t by fam ilies (Howe, 1989; T reacher & C arpen ter, 1993).
D espite th is  concern  w ith the  issue  of blam e, there  is a  su rp ris in g  lack  
of debate  in  the  clinical lite ra tu re  ab o u t exactly w hich verbal o r o ther 
ac ts  can  be tak en  to constitu te  blam e. It w ould seem  to be a  p revalen t 
a ssu m p tio n  th a t it is clear to all w h a t b lam e is and  w hen it is being 
u sed , the  only issue  rem ains a s  to how to b est com bat it.
This lack  of debate  am ongst clin icians is in triguing  since in fact b lam e 
is an  extrem ely difficult concept to define, particu larly  w hen try ing  to
5 It is  important to note that drop out cannot necessarily  be taken as a  m easure of 
treatm ent failure - ju st  because a  family drops out does not m ean treatm ent w as  
not su ccessfu l (Kazdin, 1996). However, drop out rem ains a  problem in  itse lf  in  
that it w astes clinical time waiting for fam ilies who do not appear and m ay m ake it
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determ ine its  existence or otherw ise in  na tu ra lly  occurring  
conversation.
1.3 The nature of blame
Blam e is defined in the  Oxford English D ictionary as: a  verb “to find 
fault w ith” or “fix the  responsibility  on” an d  a s  a  n o u n  “cen su re” or 
“responsib ility  for a  bad  resu lt”. E xoneration is defined a s  “to free from 
blam e”.
It is crucial to d istingu ish  betw een responsibility  an d  blam e. Blam e 
alw ays im plies responsibility  b u t responsibility  does no t invariably 
imply blam e. For blam e to occur there  m u s t be a n  a ttrib u tio n  of 
responsibility  an d  also m oral censure . (Brewin and  A ntaki 1987).
Blam e is an  extrem ely slippery concept to define operationally, 
particu larly  in a  na tu ra lly  occurring context su ch  a s  a  clinical 
encoun ter. For exam ple if a  m other describes the  p resen ting  problem s 
to the  th e rap is t th u s: “the  problem s have a risen  because  m y child is a  
very active child” should  th is  be taken  a s  a  blam ing or non-b lam ing  
sta tem en t?  At first sight the  m other m ay be assu m ed  to be holding 
h e r child to blam e for the  difficulties in  th a t  h is  activity levels are  
responsib le for the  “bad  resu lt”. Yet w hether she “cen su re s” h im  for 
h is  behaviour m ay depend on a  nu m b er of o ther factors. For exam ple 
it m ay depend on w hether she th in k s  h is  levels of activity are  
in ten tional in  creating  the  negative outcom e and  on w hether she feels 
h is  activity levels are  outside h is control or not.
A ttem pts to explore how to define blam e in in te rpersonal 
com m unication  have largely a risen  w ith in  the  a ttrib u tio n  lite ra tu re .
harder for families to feel able to return to the service in  the future if  they feel the  
need (Emison, 1986).
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An a ttrib u tio n  w as defined by Heider (1958) a s  any  s ta tem en t ab o u t 
an  event th a t a ssigns a  cau se  to th a t event. Clearly any event can  
have a  huge n u m b er of possible causes, b u t Heider proposed th a t  
cause  could be usefully  categorised into two basic  types, w hich cam e 
to be term ed  “in te rna l” and  “ex ternal” (Weiner, 1986). In ternal 
a ttrib u tio n s  suggest an  outcom e arises  due to factors w ithin an  
individual, ex ternal a ttrib u tio n s  suggest an  outcom e arises due  to 
factors in the  environm ent th a t a re  ex ternal to an  individual. The m ore 
factors in te rn a l to an  individual are  deem ed to have caused  an  
outcom e, the  less factors in the  environm ent are  deem ed to have 
caused  th a t  outcom e, an d  vice versa.
Since H eider’s original form ulation a  v as t lite ra tu re  h a s  been  spaw ned  
in w hich ever increasing  n u m b ers  of d ichotom ous a ttrib u tio n a l 
d im ensions have been  identified an d  stud ied , an d  som e of th ese  have 
been  applied to the  study  of clinical in te rac tions in  relation to child  
an d  family w ork (Joiner 8& W agner, 1996). It h a s  been  argued  th a t  
blam e can  be seen  to arise from the  in terp lay  of a  nu m b er of 
a ttrib u tio n a l d im ensions (Hewstone & F incham , 1996; Shaver, 1985). 
In p a rticu la r the  following four d ichotom ous d im ensions have been  
identified a s  influencing ju d g em en ts  of b lam e in clinical settings:
• Intentional-unintentional
The m ore an  individual is seen  to have in tended  a  negative outcom e to 
have occurred  the  m ore he or she  is likely to be held  to blam e for th a t  
event (Hewstone & Fincham , 1996; Shaver, 1985). However, th is  is  no t 
invariably th e  case. An individual m ay no t be held to blam e for a n  
in ten tional a c t if they are seen  a s  in som e w ay n o t being in con tro l of 
the ir actions. T hus if an  individual kills som eone, an d  in ten d s  to do 
so, b u t does so because  voices in  th e ir head  told them  they  h a d  to, 
th a t individual m ay no t be tak en  a s  to blam e for the ir actions. 
Alternatively, individuals are  som etim es blam ed for effects w hich  they
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did n o t in tend . For exam ple, w hen a  person  a c ts  in a  way w hich is 
reckless, he or she m ay be blam ed for any  negative consequences th a t
ensue.
• Internal-external
It h a s  been  argued th a t the  m ore an  observer regards the  negative 
outcom e a s  resu lting  from factors in te rnal to the  individual, th e  m ore 
he will consider th a t individual to blam e (Hewstone & F incham , 1996; 
F incham  , Beach, Ô5 Baucom , 1987; Shaver, 1985). By extension, it 
can  th u s  be argued  th a t the  m ore an  observer regards the  negative 
outcom es a s  resu lting  from factors external to the  individual th e  m ore 
he will consider the  individual exonerated from  blam e. However, th is  is 
n o t invariably the  case, a s  a  cause  m ay be in te rn a l to a n  individual 
b u t seen  a s  outside the ir control. For exam ple, a  two year old m ay w et 
the  bed, b u t th is  m ay be perceived a s  due to th e ir sm all b ladder or 
th e ir developm ental im m aturity , and  so they  m ay n o t be m orally 
censu red  for th is  negative outcom e (Butler, Brewin, Ô& Forsythe, 1986).
e Controllable-uncontrollable:
The m ore the  factors th a t lead to the  negative outcom e are  seen  a s  
controllable by an  individual the  m ore th a t individual m ay be seen  to 
be to blam e for th a t outcom e (Brewin & A ntaki, 1982; Shaver 1985; 
Smail, 1993).
• Personal-universal:
The m ore the  in te rnal factors th a t  lead to the  negative outcom e are 
seen a s  personal (or idiosyncratic) to the  individual, a s  opposed to 
un iversal (or generally applicable), the  m ore th a t  individual will be 
held to blam e for the  negative outcom e of th e ir ac tions (Brewin & 
A ntaki, 1982; Janoff-B ulm an, 1979).
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It w ould ap p ea r th a t  blam e is likely to increase  w ith increases in the  
following a ttribu tions: in tentionality , in ternality , controllability, an d  
particu larity . It is m ost likely to decrease  w ith increases in the  
following a ttribu tions: u n in te n tio n a lly , externality , uncontro llab ilty  
an d  universality . However, a s  yet no a ttem p t h a s  been  m ade to 
in tegrate  these  d im ensions to explore blam e a s  it a rises  in clinical 
situations.
W hilst resea rch e rs  have looked a t one or m ore of the  a ttrib u tio n a l 
d im ensions identified above a s  they  arise  na tu ra lly  in clinical se ttings 
(e.g. L arrance & Tw entym an, 1983; Silvester et al., 1995; S tra tto n  et 
al., 1986), no a ttem p t h a s  been m ade to u se  these  d im ensions to 
explore system atically  blam e itself. On the  o ther h an d , w ha t resea rch  
does exist th a t  se ts  o u t specifically to explore issu es  of blam e in 
clinical se ttings (e.g. Sporakow ski, McKeel, & M adden-D edrich, 1993), 
h a s  no t involved any  a ttem p t operationally  to define blam e along the  
lines suggested above.
Before reviewing th is  research  lite ra tu re  it is first necessary  to provide 
a  brief overview of the  type of m easu re s  th a t  have been u sed  to explore 
blam e in clinical situations.
1.4 M easures u sed  to explore blam e in  th e rap eu tic  se ttings
1.4.1 Q uestionnaires
Only two questionnaires have been  identified th a t  have been  u sed  
specifically to investigate blam e in  rela tion  to family difficulties (Jo iner 
& W agner, 1996): The Paren t A ttribution  Q uestionnaire  (PAQ) (W alker 
& M asters, 1989), a s  u sed  in a  modified form by B aden an d  Howe 
(1992), an d  the  M other-A dolescent A ttribution  Q uestionnaire  (MAAQ) 
(Grace, Kelly, & McCain, 1993).
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The PAQ a s  modified by B aden an d  Howe (1992) relies on hypothetical 
exam ples of child behaviour w hich the  sub ject th en  h a s  to ra te  on a  
n u m b er of a ttribu tional d im ensions, including child s in ten t , on a  
five po in t Likert-type scale. B aden and  Howe take  “child s in ten t to be 
synonym ous w ith blam e in the ir research  (p. 481). The MAAQ u se s  
hypothetical scenarios, in w hich each partic ipan t is asked  to ra te  th e ir 
“p a rtn e r’s” behaviour on a  numbeT of a ttribu tiona l d im ensions, 
including  “blam e”, on a  six po in t Likert-type scale. The definition of 
blam e given is “the  o ther person  in the  dyad is held accoun tab le  for 
the  behaviour” (p. 203).
The operational definitions of blam e u sed  in  these  questionna ires do 
no t take  into accoun t the  range of relevant d im ensions identified 
above. Moreover, ne ither questionnaire  deals w ith a ttr ib u tio n s  of 
blam e a s  they  arise  n a tu ra lly  in  real clinical s itua tions, an d  th is  
app roach  h a s  been criticised for lacking ecological validity (S tratton , 
M unton, H anks, Heard, & Davidson, 1988).
1.4.2 Coding of na tu ra llv  occurring conversation
D issatisfaction w ith reliance on questionnaire  responses h a s  led som e 
resea rch e rs  to develop m ethods of coding a ttr ib u tio n s  occurring  
n a tu ra lly  in therapeu tic  encoun ters (S tratton  et al., 1986). M elidonis 
an d  B iy (1995) operationally define blam e a s  occurring  in any  speech 
ac t th a t  consists of a) “a  p u t down”, b) “a  com plaint” and  c) “a  
specification of the  problem ”. However, it rem ains u n c lear w ha t 
c o n stitu tes  a  “p u t down” and  a  “com plaint”. Also the  resea rch e rs  do 
no t deal w ith the  issue, raised  above, of how to d istingu ish  the  
occasions w hen the  individual’s com plained abou t behaviour is seen  
a s  causally  responsible for the  problem  from those w hen it is seen  a s  
reflecting o ther factors.
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A coding system  developed by S tra tto n  an d  colleagues, “the  Leeds 
A ttributional Coding System ” (LACS) (1988), w hilst no t looking a t 
blam e directly, does offer a  w ay of coding the  a ttrib u tio n s  identified 
above a s  likely com ponents of blam e. In th is  system  any  s ta tem en t 
th a t answ ers the  question  “why ?” is coded on the  following five 
dichotom ous a ttrib u tio n a l d im ensions:
• in te rn a l - external: a sse sses  w hether a  cau se  is perceived a s  located 
w ithin  a  person  or located in the  environm ent.
• personal-universal: a sse sses  the  degree of u n iq u en ess  or 
idiosyncracy .
• controllable-uncontrollable: a sse sse s  the  degree to w hich a  person  
is held to be able to control a  cause  or outcom e.
• stab le- unstab le : a sse sses  th e  degree to w hich a  cau se  is perceived 
a s  being p e rs is ten t over tim e
• global-specific: a sse sse s  the  degree to w hich cau ses  are  perceived a s  
being generalisable over events.
Curiously, despite  S tra tto n  et al. (1990) em phasising  th e  role of b lam e 
in therapy , no m ean s is offered of coding s ta tem en ts  directly on a  
b lam e-exoneration dimension^. However, the  five d im ensions listed  a re  
n o t m ean t to be exhaustive no r is it suggested  th a t  each  d im ension  
will necessarily  need  to be m easu red  for every study. Similarly, w h ilst 
The LACS h a s  generally been u sed  by re sea rch e rs  to code all c au sa l 
s ta tem en ts , regard less of the ir sub ject m atte r, it can  be u sed  to code 
only certa in  categories of a ttrib u tio n s  th a t  a re  of in te res t to a  
researcher.
6 The LACS is  currently in  the process of being revised and updated and som e  
attem pt is  likely to be made to introduce a  d im ension of blame - H ewison personal 
comm unication.
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W hat the  LACS provides is a  way of identifying and  coding a ttrib u tio n s  
occurring  in n a tu ra l settings w ith the  suggestion th a t  the  d im ensions 
em ployed can  be modified depending on the  a im s of a  p a rticu la r 
resea rch  project.
1.4.3 M icro-analvsis of conversations in therapy^
A nother approach  to research ing  blam e a s  it a rises  in  therapeu tic  
en co u n ters  is the  u se  of m icro-analysis of conversations in therapy.
This approach  relies on a  detailed analysis of language a s  u sed  in a  
pa rticu la r contexts, w hich m ay involve looking a t the  way an  
individual u se s  language to blam e an d  exonerate o thers (Labov 
Ô& Fanshel, 1977; Stancom be & W hite, 1997). It is based  on a  
recognition of the  fact th a t any  therapeu tic  encoun ter involves bo th  
explicit and  implicit p ropositions a s  to w hat h a s  caused  the  
difficulties.
F u rm an  and  Ahola (1989) com m ent th a t any  therapeu tic  en co u n ter 
can  be characterised  as:
“an  exchange betw een tw o or more individuals o f  causal attributions 
related to problematic behaviour. Clients expose their ow n causal 
attribution to the clinician by  telling w ha t th ey  believe is  the cause o f  the  
trouble or by  speaking a about the problem  in  a w a y  tha t implies causal 
explanations. Clinicians support those attributions or o ffer alternative 
ones fo r  the clients to consider. These alternative attributions m ay be 
suggested  either explicitly by  telling the pa tien t w ha t the clinician 
believes is the cause o f  the behaviour or implicitly by  asking  certain  
typ es  o f  questions or making certain typ es o f  suggestions” (p. 186 ). It is 
these  im plicit a ttrib u tio n s th a t m icro-analysis of conversation can  be 
u sed  to identify.
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A distinction  needs to be m ade a t th is  po in t betw een different types of 
m icro-analysis. One form of m icro-analysis, based  on a  social- 
constructiv ist epistemology, involves analysis  of language w ithou t 
implying a n  a ssu m p tio n  by the  resea rch er th a t  underlying s tru c tu re s  
of though t or beliefs exist in the  m inds of th e  in terlocu to rs (Stancom be 
& W hite, 1997). This will be term ed  d iscourse  analysis from th is  po in t
on.
In the ir d iscourse  analysis of a  session  of family therapy, S tancom be 
and  W hite (1997) com m ent on the  fact th a t  blam e is a  cen tra l issu e  in 
therapy  th a t  h a s  been  insufficiently stud ied , an d  argue th a t  d iscourse  
analysis can  be u sed  to explore the  tex t of a  therapy  session  to 
determ ine: “how do p a re n ts  do b lam ings (p. 26). B ut, w hilst a  fine 
grained analysis is applied to th e  tex t in  te rm s of the  rhetorical devices 
u sed  by the  partic ipan ts , no definition of blam e is offered. B lam e is 
taken  to be a  self-evident event th a t  occurs w henever a n  “u n h ap p y  
incident” is recoun ted  th a t  is linked in  any  way to behaviour on th e  
p a rt of the  “blam ed” spouse  (pp. 28-29) .
The second type of m icro-analysis derives from  a n  em piricist 
perspective an d  involves m easu res  of expansion  of the  tex t com bined 
w ith linguistic  analysis to determ ine how m eaning  is created  (Labov & 
Fanshel, 1977). This form of analysis will be term ed conversation 
analysis for clarity  from th is  poin t forward. C onversation analysis 
describes how language is u sed  by sp eak ers  to achieve p a rticu la r 
re su lts  (Gale, 1993). It provides a  m ean s of expanding  the  tex t of a  
conversational encoun ter to m ake explicit im plicit p ropositions (Labov 
Ô6 Fahshel, 1977). In particu lar, it provides p ractical m ethods for 
inferring the  way a  speaker assigns relative im portance to the  
propositions he or she p u ts  forward in relation  to a  p a rticu la r topic.
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B uttny  an d  J e n se n  (1995) u sed  conversation analysis to look a t the 
way p a rtic ip an ts  in an  initial session  of family therapy  offer different 
con stru c tio n s of the  problem . P artic ipan ts are  tak en  to signal the  
im portance of certa in  key propositions in the ir construction  of the  
cau ses  of the  problem , by m eans of a  nu m b er verbal and  non-verbal 
devices (B uttny & Je n se n , 1995) The following th ree  verbal devices 
a re  identified a s  being involved in em phasising  one construction  a t the  
expense of o thers:
• repetition: w hen a  partic ipan t repea ts  a  proposition in the  
d iscourse, or says the  sam e th ing  in a  n u m b er of different ways
• d iscounting: w hen a  pa rtic ipan t responds to a  p a rticu la r elem ent in  
the ir in terlocu to r’s speech, or fails to respond  to a  key aspec t of 
the ir in terlocu to r’s speech.
• verbal phrasing: w hen a  partic ipan t u se  verbal p h rases  th a t  
em phasise  a  point su ch  a s  asserting  “so m y po in t is ...” or “w ha t I 
am  trying to say is ...”.
A lthough no explicit definition of blam e is offered, conversation  
analysis can  be u sed  to explore the  way in w hich th e  p a rtic ip an ts  in  a  
th erap eu tic  encoun ter prioritise certain  exp lanations abou t the  
p resen ting  problem  implicitly (by the  questions they  a sk  an d  
suggestions they  make) a s  well a s  explicitly (by the  s ta tem en ts  ab o u t 
cau se  th a t  they  offer), an d  th u s  to investigate how far these  involve 
blam e or exoneration. It is, however, a  very tim e consum ing  p rocess 
an d  u n su ited  to looking a t m ultiple cases (Potter & W eathered, 1987).
In reviewing the  research  lite ra tu re  below it will be no ted  w ha t 
m easu res  were u sed  to explore issu es  relating  to blam e, an d  each  
s tudy  will be a ssessed  to see how far the  re su lts  indicate  a  blam ing 
stance  on the  b asis  of the  d im ensions outlined above.
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1.5 R esearch lite ra tu re  on blam e an d  fam ilies in therapy
1.5.1 Blam e bv p a re n ts  in therapy
R esearchers have found som e evidence of a  p a rticu la r a ttrib u tio n a l 
style am ongst fam ilies in therapy  th a t  is different from th a t  of a  group  
of control families. M unton an d  S tra tto n  (1990) u sed  the  LACS 
(S tratton et al., 1988) to code a  sam ple of ten  therapy  sessions a n d  ten  
control interview s w ith families. They dem onstra ted  th a t fam ilies in 
therapy  ten d  to a ttr ib u te  the  cau ses  of negative events to in te rn a l a n d  
personal causes, to a  g rea ter degree th a n  control families. They found  
th a t 17% of all a ttrib u tio n s ab o u t events w ith a  negative outcom e, 
m ade by family m em bers in  the  clinical group, were in te rn a l and  
personal, w hereas only 9%  of a ttr ib u tio n s  ab o u t events w ith  a  negative 
outcom e, m ade by family m em bers in  th e  control group, were in te rn a l 
and  personal.
P aren ts in  d istressed  ch ild -paren t re la tionsh ips appear to be a p t to 
u se  a ttrib u tio n s  abou t the ir child th a t  m ay be seen  a s  com ponen ts of 
a  blam ing stance. B aden and  Howe (1992), u sing  the  PAQ (Walker & 
M asters, 1989), found a  sam ple of 40 clinic m o thers significantly m ore 
likely to describe th e ir ch ild’s negative behaviour a s  in ten tional on  th e  
p a rt of the  child th a n  40 control m o thers (using a n  analysis of 
variance). Com pas, F ried land-B andes, B astien  an d  A delm an (1981) 
a ssessed  116 children  an d  m others from  a  psycho-educational clinic 
using  a  questionnaire  specifically designed for the  study. They found  
th a t p a re n ts  tended  to a ttr ib u te  the  cau se  of behavioural difficulties to 
factors w ithin  the child m ore frequently  th a n  to factors ex ternal to th e
child.
Only the verbal devices are explored here.
I l l
B utler et al., (1986) investigated a ttrib u tion  of cau se  m ade by 68 
m others of enu re tic  children using  a  questionnaire  m ade u p  of 16 
s ta tem en ts  of cause  of en u resis  com m only reported  in clinical practice 
(such a s  “h e /s h e  is a  worrier”, “h e /s h e  h a s  som ething  physically 
w rong” etc.). W hilst m ost m others saw the  cause  a s  in te rn a l to the  
child b u t uncontro llab le  by h im  or h e r (in p articu lar, th e  m ajority of 
m o thers endorsed  the  s ta tem en t - h e /  she is a  heavy sleeper) a  
m inority of m others perceived th e  cause  a s  being m ore controllable by 
the  child (endorsing the  s ta tem en ts  “h e /s h e  will no t do a s  she is told”, 
“it is a  way of getting back  a t m e”). It w as these  m others who show ed 
least to lerance of the  en u resis  an d  th is  w as associated  w ith poorer 
trea tm en t outcom e.
P aren ts who have ab u sed  the ir children ap p ea r to be particu larly  
likely to u se  a ttrib u tio n s abou t the ir ch ildren  th a t  m ay be seen to be 
com ponents of a  blam ing stance. L arrance an d  Tw entym an (1983) 
investigated th ree  g roups of m others a ttend ing  a  child guidance clinic, 
w ith a  prior h istory  of child abuse , a  h isto ry  of child neglect an d  no 
h isto ry  of child m istreatm en t. E ach group w as m ade u p  of 30 m others. 
The m others in each  group were show n pho tographs depicting th e ir 
own children  and  o ther children in s itu a tio n s w here a  negative event 
h ad  occurred  (e.g. w here toys were broken) or w here som ething  good 
h ad  been  achieved (e.g. a  com pleted task). They found th a t  abusive 
m others m ade significantly m ore in te rna l a ttrib u tio n  for negative child 
behaviour th a n  did com parison m others. Silvester e t al. (1995) u sin g  
the  LACS to exam ine spoken a ttrib u tio n s p roduced  by 18 fam ilies 
du ring  assessm en t sessions in  therapy , found th a t  abusive m o thers  
produced  spon taneous a ttribu tion  of causa lity  for negative even ts th a t  
were characterised  by high control for child a n d  low control for self.
In the  light of the  above research  it w ould seem  th a t  p a re n ts  
a ttend ing  child m en tal hea lth  services m ay come w ith a ttr ib u tio n s  of
112
cause  th a t a re  in te rn a l to the  child an d  controllable by the  child. This 
is especially the  case  w here there  is a  h isto ry  of ab u se  or th e  child or 
the  paren t-ch ild  rela tionsh ip  is particu larly  stressed . These 
a ttrib u tio n s  can  be seen  a s  likely to invoke blam e in th a t  they  hold the  
child responsib le for unw an ted  outcom es and  see the  behav iour a s  
e ither in ten tional on the  p a rt of the  child or w ithin  the  child s control.
R esearch no t based  directly on a ttrib u tio n  theory  lends fu rth e r 
su p p o rt to th is  finding. In A ustralia , W atson (1986) looked a t a  sam ple 
of 70 fam ilies a ttend ing  a  family therapy  clinic, u sing  pre-first session  
interview s in  w hich p a re n ts  were asked  open ended questions abou t 
w ha t they th o u g h t m ade th e ir child the  w ay they  were. She th en  
derived six categories of explanation  from the  da ta , w ithin  child  , 
“im m ediate family”, “school”, “previous spouse” “inciden ts” a n d  “don ’t 
know”. A lthough the  categories were no t seen  a s  m u tua lly  exclusive 
the  prim ary  category u sed  by each  p a re n t w as noted.
W atson found th a t  bo th  m others an d  fa thers m ost com m only 
a ttrib u ted  em otional d is tu rb an ce  to som ething  w ith in  the  child (such 
a s  ch arac te r tra its , or physical factors). The second m ajor category 
w as the  im m ediate family, w ith th e  m ajority focused on th e  m other 
an d  a  sm aller n u m b er a ttrib u tin g  cau se  to th e  father. The th ird  m ajor 
category w as the  school (generally a  p a rticu la r teach er w as seen  a s  th e  
cause  of the  difficulties). Only a  sm all proportion  (7% of bo th  m o th e rs  
an d  fathers) cited inciden ts a s  involved in the  difficulties a t all.
It is h a rd  to determ ine from th is  study  how far the  p a re n ts  b lam ed  th e  
child, since it is no t possible to determ ine the  p a re n ts  a ttr ib u tio n s  of 
in ten tionality  , controllability or universality  in  relation  to the  ch ild ’s 
role in causing  the  difficulties.
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M ason e t ai. (1995) sen t questionnaires to all p a re n ts  who h ad  been 
referred for the  first tim e to a  child p sych ia tris t in  an  o u tp a tien t un it.
62 questionnaires were re tu rn ed  (only 37 of these  were completed).
Over 71%  of responden ts  saw  the  problem s a s  arising  w ithin  the  child, 
37%  arising  in school, 37%  a t hom e. W here the  child w as diagnosed 
a s  having conduct d isorder (17 cases) 100% of p a re n ts  tho u g h t the  
problem  w as in the  child. Once again  it is possible th a t  these  p a re n ts  
m ay have been  holding the  ch ildren  to blam e in these  cases b u t it is 
no t possible to say  so conclusively since essen tia l inform ation is 
lacking.
S tancom be an d  W hite (1997) u sed  d iscourse  analysis to re-analyse  an  
initial family therapy , previously analysed  by Frosh, B urck, 
S trick land-C lark  an d  M organ (1996). The session  involved a  recently  
separa ted  h u sb a n d  an d  wife an d  a  family th erap is t. S tancom be an d  
W hite describe the  context a s  a  s itua tion  in w hich “each  p a ren t is 
anx ious to project blam e for the  breakdow n of the  rela tionsh ip  on the  
o ther” (p. 28). However, they  offer only one in stance  of “im plicit 
b lam e”. This occurs w hen, in answ er to a  th e ra p is t’s question  a b o u t 
h is  role in  deciding to seek  help, the  h u sb a n d  says he  w as told ab o u t 
the  appo in tm en t for therapy  by h is  wife th ree  w eeks before the 
appoin tm ent, w ithout a  prior d iscussion  a s  to w hether they  shou ld  
a sk  for a n  appoin tm ent. S tancom be an d  W hite take  th is  a s  evidence of 
a  “successfu l blam ing” by the  h u sb a n d  of the  wife for “h e r failure to 
d iscu ss  or consu lt”. W hy th is  should  be seen  a s  blam ing, or a s  
“successfu l” rem ains u n su p p o rted  by any  o ther evidence.
B u ttny  an d  Je n se n  (1995) carried  ou t a  conversation analysis of a  first 
session  of family therapy  w ith a  couple. They poin t to th e  fact th a t  in 
th is  first m eeting issu es  of assignm en t of blam e are cen tral. They 
analyse  a  “blam e-defence” linguistic  sequence betw een a  wife an d  
h u sb a n d  who each seek to blam e the  o ther for the ir m arita l
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breakdow n. However, B u ttny  and  J e n se n  do no t seek to offer any  
e laboration  of the  term  blam e or how they  come to decide w ha t co u n ts  
a s  blam e and  w hat does not, no r do they  choose to look a t blam e 
specifically in relation  to the  cause  of difficulties th a t b rough t the  
couple to therapy  in the  first place.
1.5.2 Blam e bv children in  therapy
There h a s  been rem arkably  little research  or even speculation  in th is  
a rea, a lthough  one s tudy  exists. Com pas et al. (1981), using  the  
questionnaire  specifically designed for th e  study , found th a t ch ild ren  
were relatively m ore likely th a n  th e ir p a re n ts  to a ttr ib u te  cau se  of 
negative outcom e to external factors (analysis by t-test) th a n  to factors 
in te rn a l to them selves. However, they  note th a t  ha lf of the  116 
children  explained the  difficulties in te rm s of factors in te rn a l to 
them selves, an d  suggest th a t  these  ch ild ren  m ay be w orthy of fu rth e r 
investigation. However, no su b seq u en t s tu d y  along these  lines is 
evident in  the  lite ra tu re .
1.5.4 Blam e bv th e rap is ts  w orking w ith fam ilies
Little a ttem p t h a s  been  m ade to look a t th e ra p is t a ttr ib u tio n s  ab o u t 
the  n a tu re  of fam ilies’ difficulties a s  they  arise  in a  child m en ta l h e a lth  
setting, a lthough  som e stud ies  do exist th a t  relate  to th is  area. 
Sporakow ski et al. (1993) looked a t a  sam ple of 157 family th e ra p is ts  
an d  121 advocate-counsellors w orking in w om en’s shelters. They 
asked  p a rtic ip an ts  to indicate who they  th o u g h t w as “responsib le  for 
a b u se” in relation to a  n u m b er of v ignettes th a t  detailed in s tan ces  of 
dom estic violence. They found the  two g roups su rprising ly  sim ilar in  
the ir a ttrib u tio n s  despite differences in theoretical background  an d  
train ing . In particu la r, they  noted  th a t  despite  the  family th e ra p is ts
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“system ic” perspective they  a ttrib u ted  the  cause  of the  violence to the 
m an  ra th e r  th a n  to rela tionsh ip  factors.
Once again, w hilst th is  study  does no t cover all the  a ttrib u tio n a l 
d im ensions identified above a s  relevant to a  jud g em en t of blam e, it 
does suggest the  possibility of blam e. The finding m ay m ean  th a t 
despite the ir train ing , th e rap is ts  m ay revert to in te rna l (and th u s  
potentially  blaming) a ttrib u tio n s w hen  confronted w ith extrem es of 
behaviour or those  th a t they  m orally disapprove o f .
M arch an d  H arris (1995) com pared a  sam ple of 42 family th e ra p is ts  to 
40 (non-clinic) p a ren ts  in te rm s of how they understood  childhood 
difficulties. They sen t ou t a  questionnaire  specially designed for the  
study, w hich u sed  vignettes of children w ith behavioural difficulties. 
R espondents were asked  to ra te  how far they  felt the  ch ild ren 's  
behaviour w as caused  by a  n u m b er of factors including: “p a s t events”, 
“p resen t c ircum stances”, “physical factors” an d  “personality”.
Although p a ren ts  did tend  to endorse m ore child cen tred  a ttrib u tio n s  
(such a s  child 's personality) w hilst th e rap is ts  u sed  m ore paren t- 
centred  a ttrib u tio n s  (such a s  p a ren t's  personality), th e  re su lts  were 
no t statistically  significant. M arch and  H arris argue th a t  the  lack  of 
difference betw een the  two groups is likely to be due  to the  fact th is  
w as a  non-clinical sam ple of p a ren ts , who m ay be less strongly child- 
cen tred  th a n  clinic p a ren ts  in te rm s of the ir exp lanations of difficult 
behaviour.
In the ir d iscourse analysis of an  initial family therapy  session  
S tancom be an d  W hite (1997) poin t ou t th a t  previous d iscourse  
analyses have failed to give a s  m uch  weight to the  th e rap is t a s  to the  
family m em bers. They seek to red ress th is  by pointing to the  w ay the  
th e rap is t in the  session  they  review u se s  language to encourage family 
m em bers to relinquish  the ir existing a ttrib u tio n s  of blam e.
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1.5.5 Blam e and  drop o u t from therapy
No research  w as found th a t looked a t th is  issue  directly. However, 
there  are ind ications in the  existing lite ra tu re  th a t levels of b lam e 
m ight be im plicated in drop o u t ra tes.
W atson 's (1986) s tudy  looked a t the  effect of pa ren ta l a ttr ib u tio n s  on 
therapy  outcom e. She found th a t if the  m others saw  the  problem s a s  
due to som ething w ithin the  child outcom e w as w orse (as m easu red  by 
p re-and  post-behaviour ra ting  scores) th a n  if they  saw  the problem  a s  
a  function of ou tside influences su ch  a s  the  family or the  school. 
W atson did no t look a t drop o u t a s  such , indeed she excluded all 
fam ilies who dropped o u t from h e r analysis of outcom e. She does 
poin t ou t th a t  it w as h e r im pression  th a t: “the least successfu l fam ilies  
appear to “drop out” at the beginning o f  therapy. W hen the attributions 
. . .o f  these  two groups, (i.e. the continuers and  the drop outs) are 
compared it would seem  likely tha t d ifferences w ould be accentuated  
even  fu r th er” (p. 280).
M ason et al. (1995) found th a t  p a re n ts  frequently  come expecting a n d  
dreading  blam e. They asked  th e ir sam ple of p a re n ts  how  far they  
expected blam e to be apportioned  in therapy . They found  th a t  h a lf 
the ir sam ple of fam ilies referred to a  child m ental h ea lth  o u tp a tien t 
service expected blam e to be apportioned  by th e rap is ts , an d  th e  
m ajority of these  though t they w ould be the  m ain  recip ien t of su c h  
blam e an d  appeared  nervous of the  prospect; for exam ple, one p a re n t 
added “I do hope no t”. However, they  did no t explore th e  effect of 
these  expectations on service u p tak e , n o r the  ex ten t to w hich th ese  
expectations were born ou t in practice.
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In h is  recen t review of the  lite ra tu re  on drop out, Kazdin (1996) 
suggests th a t  drop o u t ap p ea rs  to be m ulti-determ ined  by a  range of 
factors in  the  family (including: low socio-economic s ta tu s , single­
p a ren t fam ilies, young m others and  belonging to an  e thn ic  minority). 
Kazdin com m ents on the  scarcity  of inform ation ab o u t the  effect of 
family beliefs an d  fam ily-therapist in teraction  on service up tak e  an d  
calls for fu rth er study  in th is  a re a  , suggesting these  are  likely to be of 
cen tra l im portance.» Kazdin, Holland, Crowley and  B reton (1997) have 
gone on to develop a  “b arrie rs  to trea tm en t partic ipa tion” scale w hich 
seeks to m easu re  som e of the  factors th a t m ay relate  to drop out. 
A lthough th is  scale seeks to m easu re  a  range of beliefs held  by the  
family an d  the  th e rap is t (such a s  perceived relevance of treatm ent), 
issu es  of assignm en t of blam e are n o t rep resen ted  on th is  scale.
Yet blam e w ould appear to be a  m ajor con tender for influencing drop 
ou t ra tes. It w ould appear th a t w here p a ren ts  blam e the ir ch ild ren  for 
the  difficulties, there  m ay be an  increase in the  likelihood of poor 
outcom e, w hich m ay include the  family dropping o u t of therapy  
p rem ature ly  (W atson, 1986). Moreover, w here p a re n ts  feel b lam ed by 
the  th e rap is t, it could be hypothesised  th a t  it is likely th a t  th is  too 
m ay con tribu te  to an  increased  likelihood of drop out. These issu e s  
w ould ap p ear to be w orthy of fu rth er exploration.
1.5.6 Sum m ary.
Blam e is highlighted as  a  cen tra l issue  in  system ic therapy  w ith 
families. The assum ption  is th a t p a re n ts  characteristically  come to 
therapy  blam ing a  particu la r child an d  fearing blam e of them selves.
8 It is  important to recognise that in  child m ental health  services it is  alm ost 
invariably the parents rather than the children them selves who determine drop out 
rates. It is  the parents who are generally in  control of deciding whether the child  
returns or not.
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T herap ists a ttem p t to shift blam e away from any  individual family 
m em ber, or indeed from the  family a s  a  whole. It h a s  been suggested 
th a t p a tte rn s  of blam e m ay affect drop ou t ra tes; th a t h igh levels of 
blam e of the  referred child by the  p a re n ts  m ay increase  the  likelihood 
of poor outcom e and  th a t if p a re n ts ' feel b lam ed by th is  m ay 
con tribu te  to fam ilies term inating  trea tm en t prem aturely .
Relatively few stud ies  have focused specifically on investigating blam e 
in the  th erap eu tic  context. Those th a t have, have no t developed a n  
operational definition of blam e th a t  tak es  into accoun t the  
a ttrib u tio n a l d im ensions identified in the  social psychology lite ra tu re  
a s  relevant to a  judgem en t of blam e nam ely: in ternality , in tentionality , 
controllability and  universality  .
F indings from stud ies  th a t do explore som e of these  d im ensions in  
clinical se ttings indicate th a t  p a re n ts  characteristically  come to child 
m en tal h ea lth  services w ith the  following a ttrib u tio n s  ab o u t the  
cau ses  of the  difficulties: in te rn a l (to the  child), personal (to th e  child), 
controllable (by the  child) (M unton & S tra tton , 1990; B aden & Howe, 
1992). Children have been  less stud ied , b u t w ha t findings there  a re  
suggest th a t w hilst they are relatively m ore likely to a ttr ib u te  th e  
difficulties to ex ternal factors th a n  th e ir p a ren ts , a  su b s ta n tia l 
n u m b er do m ake in te rnal a ttrib u tio n s  to them selves for th e ir 
difficulties (Com pas et al., 1981). The sm all body of research  th a t  
looks a t th e rap is t a ttrib u tio n s ab o u t the  cau se  of problem s ind ica tes 
th a t th e ra p is ts  m ay m ake fewer a ttr ib u tio n s  th a t  are  in te rn a l to th e  
child th a n  p a re n ts  (March & H arris, 1995).
M icro-analysis of individual sessions suggests blam e is a  cen tra l topic 
for m uch  of the  therapeu tic  conversation, particu larly  in the  in itia l 
sessions (Buttny & Je n se n , 1995; S tancom be 8& W hite, 1997). However 
such  analyses have no t focused specifically on a ttr ib u tio n s  of b lam e in
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relation  to the  difficulties th a t b rought the  family to seek help, nor 
explored how th e rap is ts  them selves m ay m ake c o n stru c t blam ing 
propositions.
1.6 Aims of cu rre n t research
• To u se  operational definitions of blam e and  exoneration to code 
cau sa l a ttrib u tio n s  ab o u t the  f>resenting problem  th a t occur 
n a tu ra lly  in conversations in a  clinical context. ^
• To investigate p a tte rn s  of a ttrib u tio n s of blam e an d  exoneration 
am ongst family m em bers and  th e rap is ts  in relation  to the  
p resen ting  problem , and  to explore the ir possible re la tionsh ip  w ith 
drop ou t from therapy.
• To s itu a te  these  coded a ttrib u tio n s w ithin a  m icro-analysis of a  
specific clinical conversation, in order to determ ine how far they  can  
be taken  a s  represen tative  of an  individual's construction  of blam e 
in conversation w ithin one case.
Two s tu d ies  were u n d ertak en  to achieve these  aim s.
9 It is  important to stress that th is research is  only seeking to create operational 
definitions of blame and exoneration that can be u sed  in  a  specific context, i.e. 
where the presenting problem is  being explained in  therapy. This research does not 
set out to create universally applicable definitions o f blame and exoneration that 
can be applied to all contexts.
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STUDY ONE;
INVESTIGATION OF ATTRIBUTIONS OF BLAME AND EXONERATION 
FOR THE PRESENTING PROBLEM MADE BY FAMILIES AND THEIR
THERAPISTS.
2.1 Aims
To u se  operational definitions of blam e and  exoneration to code c au sa l 
a ttrib u tio n s  ab o u t the  p resen ting  problem , th a t arise  in in itial clinical 
en coun ters  in a  child m en tal h ea lth  setting.
To explore the  following questions;
1) Do the  m ajority of a ttrib u tio n s  m ade by family m em bers a t  the  s ta r t  
of an  in itial session  blam e the  child for causing  the  c u rre n t 
difficulties ?
2) Do the  m ajority of a ttrib u tio n s  m ade by the  therap is t, in  the  p re ­
session  m eeting an d  the  in tervention , exonerate the  child from 
causing  the  c u rren t difficulties ?
3) Might high levels of blam e of child by family m em bers a t  the  s ta r t  
of the  initial session  (over 50%  of all a ttribu tions) and  an y  b lam e of 
p a ren ts  by the  th e rap is t in  th e ir in tervention  in the  in itial session , 
possibly be associated  w ith increased  ra te s  of drop ou t ?
2.2 M ethod
2.2.1 Design
A m ulti-case  design w as used . Ten fam ilies an d  the ir th e ra p is ts  took  
part.
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It w as decided to look a t initial clinical encoun ters , a s  these  were m ost 
likely to involve explicit d iscussions of the  cau ses  of the  p resen ting  
problem s (Buttny & Je n se n , 1995; Firth-C ozens & Brewin, 1988).
To tap  family m em bers’ a ttribu tions, the  first tw enty m in u tes  of the  
session  were used . Only the  first tw enty m in u tes  were u sed  because  
th is  is likely to be the  site of m ost clear d iscussion  of the  p resen ting  
problem ; in su b seq u en t sessions (and tow ards the  end  of the  first 
session) it w ould be expected th a t a ttrib u tiona l change w ould have 
occurred  (S tratton  e t al., 1990; M unton & A ntaki, 1988).
To explore the  m ain  th e ra p is ts ’ initial a ttrib u tio n s, h is  or h e r cau sa l 
a ttrib u tio n s  m ade during  the  p re-session  hypothesising  m eeting w as 
analysed , a s  th is  w as seen  a s  reflecting fram ew ork of ideas w ith w hich 
they en tered  the  therapeu tic  dialogue. The end of session  in tervention  
w as looked a t a s  a  key site a t w hich th e ra p is ts  form ally offered the ir 
though ts , in relation to the  p resen ting  problem , to the  family.
2 .2 .2  Partic ipan ts
The fam ilies were draw n from referrals to a  London child and  family 
psychiatric  service. All fam ilies referred to the  d epartm en t w ith in  a  15 
m on th  period were considered for inclusion  sub ject to the  following 
criteria: th a t  the  researcher w as no t involved in the  case, th a t  th is  w as 
a n  initial m eeting a t the  departm en t, th a t  there  w as no c u rre n t or 
likely fu tu re  cou rt involvem ent, th a t the  referral w as no t for an  
a sse ssm en t of abuse , th a t  the  th e rap is t w as p repared  to take  p a rt in 
the  s tudy  and  th a t the  session  w as videotaped.
The to ta l n um ber of families seen for a  first appo in tm en t du ring  th is  
period w as 354. Of these, 26 fam ilies m et th is  criteria  for inclusion. Of
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these, 15 never a ttended  an d  one family declined to be involved. T hus 
ten  fam ilies were involved in the  study. The children ranged  in age 
from 16 m o n th s  to 15 years, w ith a  m ean  age of five y ears  old. There 
were eight boys an d  two girls. Seven were referred by GPs, one by a  
health  visitor, one by a  school physic ian  and  one w as a  self-referral. 
Four of the  ch ildren  were b lack  B ritish , th ree  were w hite B ritish , one 
F rench an d  one A lgerian-British. Half the  sam ple were first born  (see 
table 1).
Table 1: D em ographic inform ation
family
nam e
age sex referrer problem ethnic
origin
who came who made 
attributions
main
therapist
Sm ith 11 f se lf suicidal Black
British
m other and  
child
m other
child
Dr Thomas
Jon es 4 m H.V. behaviour
problems
Algerian/
British
mother 
father, child  
and brother
m other
father
Dr Briggs
Watts 2 m G.P. behaviour
problems
French mother and  
father child  
and sister
m other Dr Brown
Harris 5 m School
Dr.
behaviour
problems
White
British
mother, 
stepfather 
and child
m other Dr Green
Trent 11 m G.P. tics White
British
mother and  
child
m other Dr Green
Clark 11 m G.P. behaviour
problems
Black
British
mother, 
child and  
brother
m other
brother
Dr Thomas
Reid 13 f G.P. behaviour
problems
Black
British
mother and  
child
m other Dr Green j
Saunders 15 m G.P, behaviour
problems
Black
British
mother and  
child
m other Dr Thomas !
Mace 6 m G.P. behaviour
problems
Black
British
mother, 
father and  
child
m other
father
Dr Green
Clements 1.5 m G.P. behaviour
problems
White
British
mother and  
child
m other Dr Mullins
Five th e ra p is ts  acted  a s  the  m ain  th e rap is t for the  ten  fam ilies 
involved in  the  study. Two of these  were clinical psychologists, two
10 All nam es have been changed to preserve confidentiality. All 
th e ra p is ts  have been given the  title “Dr” for ease  of reference.
123
were p sy ch ia tris ts  and  one w as a  family therap ist. Three were female, 
two were m ale. They were all, b a r one (Dr Brown), tra ined  in system ic 
family therapy. While the  style of the  individual th e ra p is ts  obviously 
varied, the  departm en t a s  a  whole had  a  M ilan-system ic orien tation  
an d  all the  clinicians a ttended  weekly w orkshops on th is  app roach  to 
therapy  a s  well a s  routinely  w orking together on cases.
2 .2 .3  M aterials
video recordings were m ade of :
e The th e ra p is ts ’ pre-session  m eeting (which generally lasted  a ro u n d  
tw enty m inutes),
• The first tw enty m inu tes of the  session
• The intervention
2.2 .4  Procedure
The video-taped m aterial w as viewed and  all verbal a ttr ib u tio n s  ab o u t 
cause  of difficulties were identified an d  transcribed .
All s ta tem en ts  th a t  could be tak en  to answ er th e  question  “w hy are  
there  difficulties ?”, or could coherently  be pre-fixed w ith  the  p h ra se s  
“there  is a  problem  because .”, or “the  explanation  for the  difficulties 
is.”, were extracted. Two independen t ra te rs  identified s ta tem en ts  a s  
m aking causa l a ttrib u tio n s - 75%  agreem ent w as achieved initially, 
the  d ispu ted  cases were resolved by jo in t d iscussion .
In the  pre-session  m eeting only the  a ttrib u tio n s  m ade by the  prim e 
w orker were coded. In the  sessions all a ttrib u tio n s  m ade by an y  family 
m em ber were coded. In the  intervention only the  a ttrib u tio n s  m ade  by 
the  m ain  th erap is t were coded. E ach separa te  speech ac t w as seen  a s  
one sta tem ent.
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The presence  of th e  following family a ttr ib u te s , identified by Kazdin, 
M azurick an d  Siegel (1994) a s  rela ted  to increased  drop o u t ra tes , a s  
recorded in the  referred child’s case  file, w ere noted.
• single paren thood:
This w as tak en  to be p resen t w here one p a re n t w as living alone w ith 
the  children. (Where a  new p a rtn e r  w as know n to be res iden t in the  
family hom e, the  family w as categorised a s  a  two p a re n t family ).
• low socio-econom ic s ta tu s  (SES):
This w as determ ined by housing. Those in council accom m odation 
were deem ed to have low SES
• belonging to an  e thn ic  minority:
Any fam ilies who were no t w hite Anglo-Saxon were categorised a s  
from an  e thn ic  m inority.
2 .2 .5  Analvsis of d a ta
The LACS w as u sed  to code all cau sa l a ttr ib u tio n s  ab o u t the  
p resen ting  problem  on the  following four dim ensions:
• In ternal : cause  is a ttrib u ted  to the  fea tu res  of the  sub ject of the  
a ttribu tion . External: cause  is a ttr ib u ted  to the  an  event /co n d itio n  in  
the  ou tside  world.
• Personal: cause  is a ttrib u ted  to som ething  idiosyncratic ab o u t 
the  sub ject of the  a ttribu tion . Universal: cau se  is a ttr ib u ted  to 
som ething m ost people (more th a n  50%) w ould be likely to do.
• Controllable: cause  is a ttrib u ted  to som eth ing  th a t  can  be controlled 
by the  sub ject of the  a ttribu tion . U ncontrollable: cause  is a ttr ib u te d  
to som ething th a t  canno t be controlled by the  sub ject of the  
a ttribu tion .
• In ten tional resu lt is a ttrib u ted  a s  in tended  by the  sub ject of the  
a ttribu tion . U nintentional: re su lt is a ttr ib u ted  a s  no t in tended  by 
sub ject of a ttribu tion . 12
Each a ttrib u tio n  w as th en  coded a s  e ither “clearly blam ing”, 
“exonerating” or “potentially  b lam ing” according to the  operational 
definitions given below:
11 This is  clearly not an exhaustive list of factors likely to influence drop out. Only 
those factors capable of ready m easurem ent from routinely collected referral 
information were selected.
12 Although intentionality is  not a  dim ension standardised on the LACS it w as the  
LACS as an instrum ent is  designed to allow for th is  sort of flexibility.
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• “Clearly blam ing” - w here the  a ttribu tion  w as ra ted  a s  in ternal, 
personal, in ten tional a n d /o r  controllable.
e.g. “The difficulties have arisen because he w an ts to hurt m e.”
• “E xonerating”- w here the  a ttrib u tio n  w as ra ted  a s  e ither ex ternal 
e.g. “The difficulties have arisen because o f  the divorce.”
or in ternal, un iversal and  uncontro llab le  a n d /o r  un in ten tiona l, 
e.g. “The difficulties have arisen because that is how  two yea r olds 
behave. ”
• “Potentially blam ing” - w here th e  a ttribu tion  w as ra ted  a s  in te rnal 
b u t could no t be in ra ted  a s  universal, in ten tional or controllable, 
e.g. “The difficulties have arisen because he is very sensitive .”
It w as decided to include a  definition of “potentially  blam ing” 
a ttrib u tio n s since it w as th o u g h t likely th a t it would often be h a rd  to 
judge in a  n a tu ra l se tting  w hether a  s ta tem en t fulfilled all the  c riteria  
deem ed necessary  to be “clearly blam ing”. Moreover, it w as felt 
im portan t in a  clinical context to be over- ra th e r  th an  under-inclusive, 
given the  p resum ed  heightened sensitivity of both  family m em bers and  
th e rap is ts  to the  issue  of blam e. It w as judged  th a t these  “potentially  
blam ing” s ta tem en ts  could be heard  a s  blam ing, w hatever the  original 
in ten t. W henever a  s ta tem en t is said to have been coded a s  ind icating  
an  a ttribu tion  of “blam e” below, th is  can  be taken  to include bo th  
“potentially  blam ing” and  “clearly blam ing” s ta tem en ts.
Codings were m ade using  two independen t ra te rs  - 85%  agreem ent 
w as achieved initially, d ispu ted  cases were th en  agreed after 
d iscussion  betw een the two ra te rs . In te r-ra te r reliability w as fu rth e r  
investigated using  ten  independen t ra tes, who each ra ted  ten  c au sa l 
a ttrib u tio n s abou t the p resen ting  problem , taken  from the clinical 
m aterial. The ra te rs  agreed w ith the  original resea rch e r on 94%  of all 
codings (see Appendix ).
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Levels of blam e were calcu lated  a s  follows:
• W here over 50%  of a ttrib u tio n s  m ade by family m em bers were 
e ither clearly blam ing or potentially  blam ing of the  referred child, 
the  family were said  to have a  “high level” of blam e of the  child.
• W here the  th e rap is t u sed  one or m ore a ttrib u tio n  th a t  clearly 
blam ed or potentially  b lam ed the  p a ren ts , th en  the  th e rap is t w as 
said  to be “blam ing the  p a re n ts”
2.3 R esu lts
2.3.1 N um bers of a ttrib u tio n s  m ade
Partic ipan ts m ade 148 a ttrib u tio n s  ab o u t the  p resen ting  problem  in 
the  clinical conversations studied . T herap ists m ade 77 a ttr ib u tio n s  
ab o u t the  problem  in the  p re-session  m eetings and  18 in the  
in terventions. Fam ily m em bers m ade 53 a ttrib u tio n s  ab o u t the  
problem  in the  first tw enty m in u tes  of the  session: m o thers m ade 39 
a ttribu tions, fa the rs m ade 8 a ttr ib u tio n s  an d  children  m ade six 
a ttrib u tio n s  (see tab le  2).
Table 2 : N um ber of a ttrib u tio n s  m ade by p a rtic ip an ts
case therapist 
(pre-session)
mother
(session)
father
(session)
child
(session)
therapist
(intervention)
Sm ith 7 2 3 4
Jones 5 5 4 4
Watts 12 6 1
Harris 10 2 1
Trent 8 3 1 2
Clark 5 7 2 2
Reid 3 3 0
Sanders 3 3 1
Mace 5 5 4 2
Clem ents 9 3 1
total 77 39 8 6 18
m ean 7.7 3.9 .8 .6 1.8
range 3-12 2-7 1-3 0-4
mode 5 3 4 2
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It is w orth  noting  a t th is  poin t the  relative lack  of a ttr ib u tio n s  m ade by 
fa thers an d  children  com pared to m others. Of the  five fa thers who 
a ttended  the  first session  only two m ade cau sa l a ttrib u tio n s  abou t the  
p resen ting  problem  in the  first tw enty m inu tes. Of the  th irteen  
children  who a ttended  the  session  only th ree  m ade a ttrib u tio n s  ab o u t 
the  p resen ting  problem  in the  first tw enty m inu tes. This m ay reflect 
the  fact th a t  questions in the  first tw enty m inu tes were m ainly 
directed a t  the  m others, or th a t m o thers were m ore inclined to offer 
exp lanations for the  difficulties. W hatever the  reason  (which it w as no t 
the  aim  of th is  s tudy  to explore) the  difference in ta lk  tim e betw een 
m others an d  o ther family m em bers m ay in troduce an  im portan t 
source of variability in the ir a ttribu tions.
2 .3 .2  Tvpes of a ttrib u tio n s m ade bv family m em bers
Family m em bers m ade 20 clearly blam ing a ttrib u tio n s, 15 potentially  
blam ing a ttrib u tio n s and  18 exonerating a ttrib u tio n s  (see tab le 3).
Table 3 : Tvnes of a ttrib u tio n s m ade bv family m em bers
attributions made by 
mother
attributions made by father attributions made by child
case clear
blame
potential
blame
exonerate clear
blame
potential
blame
exonerate clear
blame
potential
blame
exonerate
Smith 2 child 
1 mother
0 0 0 3 child 0
Jones 0 1 child 4 child 0 1 cliHd 1 child 
1 family 
1 father
Watts 0 3 child 
1 father
2 child
Harris 2 teacher 0 0
Trent 2 child 
1 teacher
0 0 1 child 0 0 , |
Clark 0 2 child 
1 father
3 child 
1 family
1 child 1 child 0 1
Reid 3 child 0 0
Sanders 1 child 
1 mother
1 child 0
'
Mace 4 child 1 child 0 0 0 4 child
Clements 2 child 0 1 child
total 18 10 11 0 1 7 2 4
1.8 1 1.1 0 .1 .7 .2 .4 0 J]
range 0-3 0-4 0 0-1 3-4 0-1 0-3 0
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2.3 .4  Types of a ttrib u tio n s  m ade bv th e ra p is ts
T herap ists m ade no clearly blam ing a ttrib u tio n s, 31 potentially  
blam ing a ttrib u tio n s  an d  57 exonerating  a ttrib u tio n s  (see tab le  4).
Table 4: Types of a ttrib u tio n s  m ade bv th e rap is ts
Therapist case pre-session  m eeting intervention
clear
blame
potential
blame
exonerate clear
blame
potential
blame
exonerate
Dr Thomas Smith 0 2 mother 
1 child 
1 family
3 child 0 1 m other 3 child
Dr Briggs Jones 0 1 child 
1 mother
2 child 
1 father
0 0 4 child
Dr Brown Watts 0 3 mother 
1 child
4 child 
4 mother 
1 family
0 0 2 child
Dr Green Harris 0 1 father 9 child 0 0 2 child
Dr Green Trent 0 4 child 
2 family
2 child 0 1 child  
1 m other
0
Dr Thomas Clark 0 1 mother 4 child 0 0 2 child
Dr Green Reid 0 1 child 
1 family
1 child 0 0 0
Dr Thomas Sanders 0 2 child 1 child 0 0 1 child
Dr Green Mace 0 1 father 4 child 0 1 child 1 child
Dr M ullins Clements 0 3 mother 5 child 
1 mother
0 1 m other 0
total 0 26 42 0 5 15
m ean 0 2 .6 4.2 0 .5 1.5.
range 0 1-5 1-9 0 0-2 0-4
2.3 .5  Did the  m ajority of a ttrib u tio n s  m ade bv family m em bers blam e 
the  child ?
Twenty of the  53 a ttrib u tio n s  m ade by family m em bers b lam ed the  
child a s  opposed to 16 w hich exonerated  the  child. Seven a ttr ib u tio n s  
blam ed som eone else an d  th ree  a ttr ib u tio n s  exonerated  som eone else 
(see table 5).
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Table 5: A ttribu tions m ade bv family m em bers
clearly blaming potentially blaming exonerating
subject of 
attribution
15 child  
3 teacher  
2 mother
13 child  
2 father
16 child 
2 family 
1 father
total 20 15 19
Differences betw een families were exam ined. Seven fam ilies (Smith, 
W atts, T rent, Reid, Sanders, Mace, Clements) m ainly u sed  a ttr ib u tio n s  
th a t  b lam ed the  child to explain the  difficulties (i.e. m ore th a n  50%  of 
all th e ir a ttrib u tio n s  blam ed the  child). One family (Harris) m ainly 
u sed  a ttrib u tio n s  th a t blam ed o thers to explain the  difficulties a n d  two 
fam ilies (Jones and  Clark) m ainly u sed  a ttrib u tio n s th a t  exonerated 
the  child.
The d a ta  w as broken down to look a t the  a ttrib u tio n s of different 
family m em bers.
A ttribu tions m ade bv the  m others.
Twenty two a ttrib u tio n s m ade by the  m others blam ed th e  child, ten  
exonerated the  child, th ree  blam ed a  teacher, two the  fa ther an d  two 
blam ed them selves (see table 6).
Table 6: A ttributions m ade by the  m others
clearly blaming potentially blaming exonerating
subject of 
attribution
14 child
2 mother
3 teacher
8 child  
2 father
9 child  
1 family
total 19 10 10
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Two of the  m o thers (Ms Reid an d  Ms Mace) offered exclusively blam ing 
a ttrib u tio n s  ab o u t th e ir child to explain the  n a tu re  of the  difficulties. A 
fu rth e r four m o thers (Ms W atts, Ms Trent, Ms S anders  a n d  Ms 
Clements) u sed  blam ing a ttr ib u tio n s  ab o u t the ir child a s  the ir 
p rim ary  m eans of explaining the  difficulties. One m other u sed  an  
equal n u m b er of blam ing a ttrib u tio n s  ab o u t h e r child a s  o ther 
a ttrib u tio n s  (Ms Sm ith). One m other u sed  exclusively blam ing 
a ttrib u tio n s  ab o u t a  teach e r (Ms Harris). Two m others (Ms Jo n e s  an d  
Ms Clark) m ade p redom inantly  exonerating  a ttrib u tio n s  a b o u t the ir 
child to explain the  difficulties. No m other u sed  exclusively 
exonerating a ttrib u tio n s  to explain the  difficulties (see tab le  3).
The m ajority (14) of the  a ttr ib u tio n s  m ade by m others b lam ed the  
child. For exam ple, Ms Sm ith  said  of h e r d au g h te r who h a d  been 
referred following a  suicide a ttem p t “[she] exaggerated th in g s an d  now 
we are all here”. Ms T rent described  h e r so n ’s behaviour a s  the  cause  
of the  difficulties: “I th in k  he  does it to annoy  m e”. Ms C lem ents 
described h e r son a s  having a  “vicious tem per” and  having to “have h is  
own way”.
Three a ttrib u tio n s  m ade by the  m o thers b lam ed the  ch ild ’s teacher, 
w ith one m other, Ms H arris, offering th is  a s  h e r only explanation  for 
the  difficulties: “His h ead m is tre ss  h a s  it in  for the  boy” a n d  “the 
h ead m istre ss  sees a  problem  w ith th e  child, the  o ther teach e rs  do 
n o t”.
The two a ttrib u tio n s  m ade th a t  b lam ed the  fa ther did so in  te rm s of 
h is  absence  from the  ch ild’s life. T hus Ms W atts com m ented  on h e r 
so n ’s behaviour in the  light of h is  fa th e r’s long w orking hou rs: “he 
w an ts  a  reaction  from h is fa ther - there  is no reaction” a n d  an o th e r 
m other said  in relation to h e r e x -h u sb an d ’s rem arriage “they  have 
been let down by the ir fa ther”.
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The ten  a ttrib u tio n s  th a t exonerated the  child focused largely on 
events experienced by the  child and  physical factors. Ms «Jones said  
h e r so n ’s difficult behaviour m ight be affected by the  m edication he 
received “w hen he h a s  stero ids he moves non-stop”. Ms C lark rela ted  
h er so n ’s difficulties to h is fa ther having recently  left: “h e ’s a  reflection 
of w h a t is going on in the  family”, adding  later, the  whole family is 
u p se t by [the father] prom ising to come back  for a  long tim e [and n o t 
appearing]”.
A ttributions m ade bv the fathers.
Only one potentially  blam ing a ttribu tion  w as m ade by a  father. Mr 
W atts said  of th is  two year old’s problem atic behaviour: “he is veiy 
dem anding  an d  bright”. However he w ent on to explain h is  so n ’s 
difficult behaviour prim arily in term s of m edication an d  the  fam ily’s 
c u rren t c ircum stances: “h is ta n tru m s are  down to all the  m edicines he 
is hav ing ...ano ther factor is ..we all four of u s  live in a  one bedroom  
place - it is veiy sm all and  cram ped”.
The o ther fa ther who took p a rt in th is  study , Mr Mace, explained h is  
ch ild’s behaviour m ainly in te rm s of developm ental norm s; “ I d o n ’t 
“ttiink there  is any th ing  abnorm al abou t him , he is ju s t  a t a  p a rticu la r 
place on the  spectrum  of six and  a  ha lf year olds”.
Table 7: A ttributions m ade by the  fa thers
clearly blaming potentially blaming exonerating
subject of 
attribution
0 1 child 5 child  
1 family 
1 father
total 0 1 7
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A ttribu tions m ade bv the  ch ild ren .
All the  a ttrib u tio n s  m ade by the  ch ildren  blam ed the  referred child.
No exonerating a ttrib u tio n s were offered: “it is all my fau lt dad  left”, “I 
am  the  oldest I should  be responsib le” an d  “I alw ays do som ething  
w rong” averred the  d au g h te r of Ms Sm ith, who h ad  been referred 
following a  suicide a ttem pt. The son of Ms T rent said  of h is  difficult 
behaviour “I enjoy it som etim es”, and  the  son of Ms C lark  explained 
h is  b ro th e r’s  behaviour in  te rm s of h is  b ro th er’s ch a rac te r tra its : “he 
gets w orked u p  abou t th ings”.
Table 8 : A ttribu tions m ade bv children
clearly blaming potentially blaming exonerating
subject of 
attribution
2 child 4 child 0
total 2 4 0
2.3 .6  Did the  m ajority of a ttr ib u tio n s  m ade by th e ra p is ts  in th e  p re ­
session  m eeting exonerate the  child ?
Thirty five of the  42 a ttrib u tio n s  m ade by th e ra p is ts  exonerated  the  
child, seven exonerated  o thers, ten  b lam ed the  child, ten  b lam ed the  
m other, an d  seven blam ed som eone else (see table 9).
Table 9: A ttributions m ade bv th e  th e ra p is ts  in  the  p re-session  
m eeting
clearly blaming potentially blaming exonerating
subject of 
attribution
0 10 child  
10 mother 
4 family 
2 father
35 child  
1 father 
5 m other 
1 family
total 26 42
W hen the  d a ta  w as explored in  te rm s of differences betw een case s  it 
w as found th a t in four cases th e ra p is ts  predom inantly  u sed
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a ttrib u tio n s  th a t  exonerated the  child to explain the  difficulties 
(Harris, Clark, Mace and  Clem ents). In two cases, the  th e rap is t 
predom inantly  u sed  a ttrib u tio n s th a t exonerated th e  range of people 
(W atts an d  Jones). In one case, the  th e rap is t predom inantly  blam ed 
the  child (Sanders). In th ree  cases, the  th e rap is t p redom inantly  u sed  
a ttrib u tio n s  th a t blam ed a  m ix of family, the  m o ther an d  the  child 
(Smith, Reid and  Trent).
Possible differences betw een th e rap is ts  were looked a t in relation  to 
the  two th e rap is ts  who acted  a s  the  m ain  w orker for m ore th a n  one 
family in the  s tudy  (Dr Thom as saw th ree  families. D r Green saw  four 
families). No consisten t p a tte rn s  were found. 1» T hus Dr Thom as u se d  
predom inantly  exonerating a ttrib u tio n s (in relation to the  child) w hen  
d iscussing  the  C lark family, b u t p redom inantly  blam ing a ttr ib u tio n s  
(in relation to the  child) w hen d iscussing  the  S anders  family, an d  a n  
equal n u m b er of blam ing and  exonerating a ttrib u tio n s  w hen 
d iscussing  the  Sm ith family (see table 3).
Looking a t the  a ttrib u tio n s m ade by th e ra p is ts  in the  p re-session  
m eeting a s  a  whole, the  m ajority (35) exonerated the  child. The 
m ajority of these  (26) involved specu lation  ab o u t possible ex ternal 
events and  the ir likely im pact, including: the  possibility of abuse , th e  
effect of divorce, the  effect of sta rting  a  new school, the  effect of the  
m o ther’s new p a rtn e r coming to live w ith the  family an d  sim ply to “a n  
event” no t cu rren tly  know n by the  th erap is t. Nine of th e  a ttr ib u tio n s  
th a t exonerated the  child related  to in te rna l factors in the  child w hich  
were seen a s  being p a rt of a  norm ative stage or likely to be universally  
applicable, in p articu la r the  ch ild ’s age an d  sex. For exam ple Dr 
M ullins said  th a t one toddler’s problem atic behaviour m ight be
i^Similarly there w as no clear pattern in  term s of therapist difference in  the  
intervention. For example, in  her intervention to the Harris fam ily  Dr Green only  
made attributions that exonerated the child, w hilst in  her intervention to the Trent 
family she only made blaming attributions (one to the child one to the mother).
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explained in te rm s of “the  developm ental context of a  2 year old 
fru s tra ted  a t h e r inability to express h e rse lf .
Ten a ttr ib u tio n s  were m ade in the  p re-session  m eeting th a t  potentially  
blam ed the  child for the  difficulties. For exam ple, Dr G reen referred  to 
the  ch ild ’s tic a s  being possibly a  w ay of estab lish ing  control 
“sym ptom s... obsessional...try ing  to control som ething by 
b linking ...try ing  no t to see som ething ...becom es ou t of h is  
co n tro l...bu t a t som e level still in  h is  control”. Dr Thom as described  
the  d rink ing  of a n  adolescent boy a s  a  form of “acting  o u t”, “it is a n  
a ttem p t a t independence ... a  m essage to m um  1 am  tied to you b u t  I 
don ’t  like it, you can n o t control m e”.
In the  pre-session  m eetings a s  m any s ta tem en ts  blam ed th e  m o th e r a s  
blam ed the  child. For exam ple. Dr Briggs said  of a  m other who h a d  
requested  referral because  of h e r son ’s ta n tru m s , w hich she  w as 
reported  to have linked to h e r h u sb a n d ’s aggressive behaviour, “I 
w onder if m other is pathologising fa th e r’s behaviour and  w an ts  to 
come here  to so rt it o u t”. Dr Brown said  of a  two year old boy w ith  
behaviour problem s an d  unw illing to a tten d  n u rse iy , “it m ay be th a t  
h is  m o ther does no t w an t him  to go to school”. In d iscussing  the  
reason  for two adolescen t boy’s difficulties in the  context of th e ir 
p a re n ts ’ long term  separation . Dr T hom as said, “m other’s  belief system  
m ay be th a t the  p a re n ts  will get b ack  together”.
However, these  a ttrib u tio n s of po ten tial blam e of the  m o ther w ere 
often balanced  by exonerating s ta tem en ts  in  relation to the  m other. 
T hus Dr Brown, who h ad  referred to th e  possible unw illingness of the  
ch ild ’s m other for h is  a ttendance  a t school a s  con tribu ting  to th e  
difficulties, spoke of h e r “being overwhelm ed by h e r c ircu m stan ces” 
an d  of possibly being incapable of dealing w ith two active ch ild ren  
“due to h e r own childhood”. Dr M ullins referred in one case  to:
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“m other’s perceptions being faulty - it m ay be th a t the  m o ther h a s  
problem s relating  to th is  child”, and  also speaks of th a t  m o ther a s  
“worried and  u n suppo rted , [she] fits into Brown an d  H arris’s finding 
abou t u n su p p o rted  depressed  m others”.
F a th ers  were referred to in potentially  blam ing term s in  the  p re ­
session  m eeting less frequently  th a n  m others. Only in  two in s tan ces  
w as an  a ttrib u tio n  of blam e m ade abou t a  father. W hen d iscussing  a  
five year old w ith behaviour problem s, w hose fa ther h ad  died two 
years earlier. Dr G reen said: “If fa ther died by a  self destructive  a c t or 
reck lessness it m akes me w onder w hat w as h is  a ttitu d e  to being a  
p a re n t an d  how did th is  im pact on h is  son an d  help to explain the  
c u rren t behaviour ”. Dr M ullins, talk ing of a  six year old referred w ith 
conduct d isorder, said: “If the  p a ren ts  are  separa ted  m aybe dad  w as 
violent”.
The family a s  a  whole w as blam ed in four a ttrib u tio n s  in th e  p re ­
session  d iscussions. Dr Thom as, hypothesising  ab o u t a  13 y ear old’s 
suicide a ttem pt, said: “The family h a s  been  b rough t u p  on a  secret, in 
the  face of th is  secret larger an d  larger fan tasies are  p roduced”. Dr 
G reen specu lating  abou t the  cause  of a  child’s p e rs is ten t facial tic, 
said: “In som e fam ilies you have to have a  th ing  , a n  im perfection - 
your b u rd en  in life”. In an o th er case. Dr Green, d iscussing  the  
possible w ays of u n d ers tan d in g  a  13 year old girl s  repeated  la te  n igh t 
sorties from hom e, pondered: “ Is it a  family who are  well u sed  to 
dangerous situa tions and  who only really reac t to crisis?”.
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2.3 .7  Did the  m ajority of a ttrib u tio n s  m ade by th e ra p is ts  in the  
in tervention  exonerate the  child ?
T hirteen of the  18 a ttrib u tio n s  m ade by th e ra p is ts  in the  in terven tion  
exonerated the  child, th ree  blam ed the  m other and  two blam ed th e  
child (see table 10).
Table 10: A ttributions m ade bv the  th e ra p is ts  in the ir in terven tions
clearly blaming potentially blaming exonerating
subject of 
attribution
0 3 m other 
2 child
13 child
total 5 13
W ith respect to the  in terventions: in four cases the  th e ra p is t only 
m ade a ttrib u tio n s  th a t exonerated  the  child (Harris, C lark, W atts an d  
Jones), in  two cases the  th e rap is t m ainly m ade a ttrib u tio n s  th a t 
exonerated the  child (Sm ith and  Trent), in  one case the  th e ra p is t m ade 
equal a ttrib u tio n s  blam ing an d  exonerating  the  child (Mace) an d  in  
two cases the  th e rap is t m ade only blam ing a ttrib u tio n s  (C lem ents an d  
Trent) (see table 4).
Half the  th e ra p is ts  m ade exclusively exonerating  s ta tem en ts  in th e ir  
in terventions. The sub ject of these  exonerating  s ta tem en ts  in all cases 
w as the  child. In two cases blam e w as a ttr ib u te d  exclusively a n d  in  
two cases som e elem ent of blam e w as suggested  (see tab le  10).
W here blam e w as a ttribu ted , it w as the  m other who w as m ost 
frequently  blam ed. W hen feeding b ack  to the  family h is  u n d e rs tan d in g  
of the  child ’s facial tics. Dr G reen said  to the  m other : “I w onder w h a t 
effect your sense  of lack of control h a s  h a d  on[child’s nam e]”. Dr 
M ullins, w hen com m enting on the  behaviour of a  two year old child, 
w hose m other h ad  denied any  effect of life events on him , said: “ I
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w onder abou t the  effect of your own abusive re la tionsh ips from the  
p a s t”
2 .3 .8  Could high levels of blam e of the  child bv family m em bers, 
a n d /o r  any  blam e of p a ren ts  bv therap is t, be associated  w ith 
increased  likelihood of drop ou t after an  initial m eeting ?
Four of the  ten  fam ilies dropped ou t after the  first session , one family 
dropped ou t after two sessions, two fam ilies agreed no t to come for 
fu rth er m eetings after the  first session, and  th ree  fam ilies ended by 
m u tu a l agreem ent w ith the  th e rap is t after betw een two an d  five 
sessions (see table 11). Table 12 sum m arizes the  presence or absence  
of possible r isk  factors for dropping ou t of therapy  for each  family.
Table 11: A ttendance an d  drop ou t from therapy
case no. of sess ion s  
attended
no. of sess ion s offered not 
attended
dropped out of 
treatm ent = 1 
ended by m utual 
agreem ent =2
Sm ith 1 1 1
Jon es 1 2
Watts 2 1 1
Harris 1 1 1
Trent 1 1
Clark 5 1 2
Reid 2 1 2
Saunders 1 0 2
Mace 2 0 2
Clem ents 1 1 1
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case eth n ic  origin
1= ethnic 
minority 
2= not ethnic 
minority
SES
l=low SES 
2= high 
SES
Fam ily
structure
1= One-paren 
2= two parent
level o f  blam e o f  
child  by fam ily  
in  session
l=more than  
50%
2= not more than  
50%
level o f  blam e 
o f parents by  
therapist in  
in tervention
1= present 
2 = absent
drop out 
after 1st 
sessio n
1= yes 
2=no
Smith 1 1 1 1 1 1
Jones 1 1 2 2 2 2
Watts 2 2 2 2 2 2
Harris 2 1 2 2 2 1
Trent 2 1 2 1 1 1
Clark 1 1 1 2 2 2
Reid 1 1 1 1 2 2
S a u n d e r s 1 1 2 1 2 2
Mace 1 1 1 1 2 2
C lem e n ts 2 1 1 1 1 1
The rela tionsh ip  betw een drop ou t after the  first m eeting an d  the  
factors sum m arized  in tab le  12 w as explored using  M ultidim ensional 
Scalogram  A nalysis (MSA). MSA is a  non-m etric  m ultid im ensional 
scaling techn ique w hereby the  m ultivariate  a ttr ib u te s  of a  given item , 
once rep resen ted  a s  num erica l da ta , can  be converted into co­
o rd inates in m ultid im ensional space (Zvulun, 1978). MSA analy ses th e  
categorical d a ta  an d  p lo ts the  item s a s  a  po in t in geom etric space in 
su ch  a  way th a t  the  b est possible fit betw een the  a ttr ib u te  categories 
and  th e ir rep resen ta tion  a s  regions in  space is achieved. In effect th is  
m eans th a t  those  item s w hich sh are  sim ilar categorical codings will 
be p lotted  closer together, and  those w hich sh a re  fewer categorical 
codings will be fu rth er apart.
MSA th u s  allowed for each  of the  ten  fam ilies to be rep resen ted  
visually in te rm s of the ir m ultivariate  qualities. E ach row of d a ta  in 
table 12 above, can  be seen  to rep resen t the  profile of th a t family. MSA 
com bines th is  profile a s  co-ordinates in m ultid im ensional space. E ach 
family is th en  rep resen ted  by a  po in t in geom etric space (Wilson & 
C anter, 1993). The closer a  family is to an o th e r family spatially  the  
m ore sim ilar the  two fam ilies are  on the  d im ensions stud ied , the  
fu rth er a p a rt two fam ilies are the  less sim ilar they  are  on the
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d im ensions stud ied . The m ain  plot, w hich is show n in figure 1 below, 
disp lays the  connection betw een each  family’s drop o u t s ta tu s  an d  the  
o ther charac te ristics  identified a s  potentially  relevant.
The re su lts  of the  m ain  plot of M ulti-dim ensional Scalogram  Analysis 
(see figure 1) indicate th a t those fam ilies who dropped o u t shared  
som e charac teristics , a s  they  are  all generally aligned to th e  right 
h an d  of the  plot (the shaded  a re a  in figure 1). The g raph  show s th a t  
th ree  of the  four cases who dropped ou t of trea tm en t h ad  a  
com bination of high degree of blam e by family m em bers of the  child 
alongside the  th e rap is t having invoked blam e of the  p a re n ts  in the  
in tervention  (Smith, T rent and  Clem ents). In the  fourth  case  (Harris) 
there  w as n e ith e r a  high degree of blam e of the  child by h is  p a ren ts , 
no r w as there  explicit blam e of the  p a re n ts  by the  th e rap is t, b u t there  
w as exclusive blam e of the  teacher by the  paren ts.
Three of the  four families who dropped ou t after one m eeting were n o t 
from an  e thn ic  m inority (Clem ents, T rent an d  Harris). The fourth  n o n ­
e thn ic  m inority  family in the  s tudy  did no t drop ou t after one session
(Watts).
There did no t appear to be an  association  betw een drop o u t and  
n u m b er of p a ren ts  in the  family (see figure 1), an d  there  were too few 
fam ilies of high socio-economic s ta tu s  to look a t differences betw een 
them . In term s of ethnicity, th ree  of the  four non-ethn ic  m inority  
fam ilies dropped out, and  only one of the  six fam ilies from a n  e thn ic  
m inority  dropped out.
14 Socio-econom ic status is  not displayed in  the plot because all but one o f the  
fam ilies fell into the sam e grouping - that of having low  SES.
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IlqJ .;, M.g.A.  Plot i llustrating th e  r e lat ionship b e t w e e n  th e  ident if ied f a c to r s  a n d  d r o p  out
Reid (be)
□
□  Smith (be) (bp) Dropped Out 
After o n e  
S e s s io n
Saunders (be) 
H
□  Clark 
Mace (be)
0  Clements (be) (bp)_
V Trent (be) (bp)
■  Jones
#  Harris
Did not 
Drop Out 
After on e  
S e s s io n •  Watts
Key- ■  or □ = from an ethnic minority
•  or O = not from an ethnic minority 
■  or •  =two parent family 
□  or O =one parent family 
(be) = high levels of blame of child by parents 
(bp) = blame of parents by therapist
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T hus the  re su lts  of M ulti-dim ensional Scalogram  Analysis suggest 
drop o u t m ay be associated  w ith th e rap is t blam e of p a re n ts  a n d  w ith 
fam ilies no t from an  ethnic  m inority. There did no t ap p ear to be an  
association  betw een single paren thood  and  drop out, w hilst the  lack  of 
varia tion  in the  fam ilies in term s of socio-economic s ta tu s  m ean t it 
w as no t possible to explore th is  factor.
2 .3 .9  Sum m ary  of resu lts
C ausal a ttrib u tio n s abou t the  p resen ting  problem  were m ade by family 
m em bers an d  therap is ts , in the  sections of conversation u n d e r 
sc ru tiny  in th is  study. There w as high in te r-ra te r agreem ent in th e ir 
identification and  high in te r-ra te r agreem ent in  the ir coding, u sin g  the  
operational definitions developed above.
The following p a tte rn s  of a ttrib u tio n s  were found in th is  sam ple:
• family m em bers w hen taken  a s  a  whole tended  to explain the  
p resen ting  difficulties by blam ing the  child. There were, however, 
differences betw een family m em bers. The ten  m others an d  th e  th ree  
children predom inantly  u sed  blam ing a ttribu tions, w hilst th e  two 
fa thers predom inately u sed  exonerating a ttribu tions.
• The th e rap is ts  predom inately u sed  exonerating s ta tem en ts  in  th e ir 
p re-session  hypothesising, and  never u sed  clearly blam ing 
sta tem en ts. However, th e rap is ts  did u se  som e blam ing a ttrib u tio n s , 
an d  w here they did a ttrib u te  blam e th is  tended  to be in re la tion  to 
the  m other.
• In th e ir intervention to the  family the  th e ra p is ts  u sed  predom inately  
exonerating a ttribu tions in relation to the  child - referring to
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external factors su ch  a s  ill health , m edication or family events.
W hilst they never u sed  any  clearly blam ing a ttrib u tio n s, they  did 
occasionally m ake a ttrib u tio n s  th a t potentially  b lam ed the  p a re n ts  
an d  child.
• Four of the  ten  fam ilies dropped o u t of trea tm en t prem aturely . In 
th ree  of these  cases there  h a d  been  a  high degree of blam e of the  
child by family m em bers an d  the  th e rap is t h ad  blam ed th e  p a re n ts  
in  the  in tervention. The re su lts  of the  MSA suggested  th a t  blam e 
m ay be a  factor w orth  exploring fu rth er in relation  to service 
up take .
2.4 D iscussion  of re su lts
The operational definitions developed m ade it possible to investigate 
how blam e an d  exoneration for the  p resen ting  problem  were a ttr ib u te d  
by partic ip an ts  in n a tu ra lly  occurring  clinical conversations. E nough 
sta tem en ts  were identified a s  offering cau sa l a ttr ib u tio n s  a b o u t the  
p resen ting  problem  in  the  selected segm ents of conversation  to allow 
for coding, an d  high in te r-ra te r agreem ent w as achieved.
However, som e lim itations of the  p rocedure  were noted. It w as a  
relatively tim e consum ing  process, since in  each  case  over one h o u rs  
w orth  of tape  h ad  to be listened to, an d  the  relevant a ttrib u tio n a l 
s ta tem en ts  extracted. Given the  careful listen ing  th a t  h ad  to be done 
to m ake o u t exactly w ha t w as said , an d  to check  th a t  no a ttr ib u tio n a l 
s ta tem en ts  were m issed, th is  could take  several h o u rs  for each  hour^s 
w orth  of video-tape. Moreover, it becam e clear th a t n o t all s ta te m e n ts  
th a t related  to how the  speaker understood  the  p resen ting  difficulties 
could be coded in th is  way. In particu la r, s ta tem en ts  w here a  sp eak e r 
explicitly d iscoun ted  a lternative a ttr ib u tio n s  could n o t be coded. For 
exam ple, one m other said she th o u g h t h e r child 's behav iour h ad
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noth ing  to do w ith h e r recen t separa tion  from h e r violent p a rtn e r, 
w hilst an o th e r said she h ad  decided the  child’s behaviour w as 
definitely n o t due to h is  a s th m a  - these  could no t be coded using  the  
c riteria  developed above.
W hilst recognising these  lim itations the  m ethod employed in th is  
s tudy  did ap p ea r to provide a  potentially  usefu l tool to explore how 
a ttrib u tio n s  of blam e and  exoneration arise  in conversations in 
th erap eu tic  settings.
The p a tte rn s  of a ttrib u tio n s of blam e and  exoneration m ade by family 
m em bers an d  th e rap is ts  m u s t be in terp reted  in the  light of the  sm all 
n u m b ers  involved in the  study  an d  w ith an  aw areness of possible 
sources of b ias in the  sam ple. The sam ple consisted  of ten  fam ilies 
who h a d  been filtered down from a  m uch  larger pool. For exam ple the  
fact th a t  any  fam ilies w here ab u se  w as an  issue  were excluded, m ay 
m ean  th a t  the  fam ilies included were less likely to be extrem ely 
blam ing of th e ir children th a n  if fam ilies w here ab u se  w as an  issu e  
were included. The fact th a t five different th e ra p is ts  took p a rt in  the  
study  m ay have also in troduced  sources of b ias. For exam ple d rop  o u t 
m ight have been  related  to differences in the  th e ra p is ts ’ w ays of 
working, su ch  a s  in  the  so rt of questions they  asked  or in  the  degree of 
rea ssu ran ce  they  gave, ra th e r  th a n  to levels of blam e per se.
W ith these  lim itations in m ind the  findings do follow the  clinical 
im pression  th a t  fam ilies come to therapy  w ith a  tendency  to b lam e the  
referred child (Hoffmann, 1981). This is in line w ith existing resea rch  
findings (M unton & S tra tton , 1990; Com pas et al., 1981). However it is 
in teresting  to note th a t fam ilies did no t generally offer only 
a ttrib u tio n s th a t b lam ed the  child. Almost a  th ird  of the  a ttr ib u tio n s  
m ade by family m em bers exonerated the  child or o ther family m em ber.
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There w as som e indication of differences betw een the  family m em bers 
in th is  sam ple. The fa thers in the  s tu d y  seem ed to be less inclined to 
blam e the  child, and  exhibited a  g rea ter tendency  to offer a ttrib u tio n s  
th a t exonerated  the  child, th a n  e ither m others or children . W hilst the  
sm all n u m b ers  involved in th is  s tudy  m ean  no general conclusions 
can  be draw n, it does suggest the  possibility of fu tu re  avenues for 
research .
The findings suggest th a t  the  th e ra p is ts  in th is  study  did strive to find 
non-b lam ing  exp lanations for the  difficult behaviour a s  is 
recom m ended in the  clinical lite ra tu re  (B urnham , 1986). The 
th e ra p is ts  did not, however, offer only exonerating a ttrib u tio n s, a n d  
did m ake a  n u m b er of blam ing a ttrib u tio n s, particu larly  in  the  p re ­
session  hypothesising  m eetings. This is in line w ith Spoarkow ski et 
a l .’s  (1993) finding, th a t despite a  system ic perspective, th e ra p is ts  will 
som etim es u se  a ttrib u tio n s  th a t  focus on the  charac te ris tics  of one 
individual. W here th e ra p is ts  did m ake blam ing a ttrib u tio n s, these  
predom inately  related  to the  m o ther or the  referred child, an d  m u ch  
less frequently  to the  father. This suggests th a t  G oldner’s (1985) 
critique of family therapy  a s  tend ing  to blam e m others, ra th e r  th a n  
fa thers, for the  difficulties, m ay be w orthy of fu rth e r exploration.
The fact th a t p a tte rn s  of blam e by fam ilies an d  th e ra p is ts  m irrored  
p a tte rn s  of drop o u t suggests th a t  w here there  is any  b lam e of p a re n ts  
by th e ra p is ts  th is  m ay increase  the  chances of the  family dropping o u t 
of trea tm en t prem aturely . The fact th a t  there  w as no association  
betw een drop o u t and  o ther factors identified in  the  lite ra tu re  a s  
con tribu ting  to drop ou t ra tes, su ch  a s  family com position, and  th a t  
drop o u t w as associated  w ith ethnicity  in the  opposite d irection from  
th a t  found in previous research  (Kazdin e t al., 1994), m ay suggest th a t  
levels of blam e m ay be stronger p red ictors of drop o u t th a n  these
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factors. Obviously the  sm all n u m b ers  involved m ean  any  su ch  
g-Qgggstions can  only be extrem ely tentative. Moreover, it m ay be th a t  
a  th ird  variable, such  a s  th e rap is t personality , or severity of 
difficulties, influences bo th  levels of blam e and  service up take .
To te s t these  com peting hypotheses, fu rth er larger scale s tud ies  w ould 
need  to be u n d ertak en . W hat th is  study  does suggest is th a t including 
levels of blam e by p a ren ts  and  th e rap is ts  m ay be a  usefu l additional 
factor to explore in stud ies seeking to determ ine risk  of drop out.
A lim itation of the  study  is th a t d a ta  w as collected on a  sm all sam ple 
of families. However, th is  is in line w ith the  sam ple sizes u sed  in m u ch  
of the  earlier s tud ies (e.g. M unton & S tra tton , 1990), an d  reflects th e  
difficulties of collecting large popu lations w hen carrying o u t th is  so rt 
of research  in  clinical settings. W hilst the  sm all sam ple size, 
particu larly  in  relation  to fa thers an d  children, m eans no a ttem p t 
should  be m ade to suggest these  findings are  necessarily  generalizable 
to a  w ider population, th is  study  does suggest th a t, for th is  sam ple, 
blam e w as a  significant dim ension to explore an d  po in ts to in te resting  
avenues for fu rth er exploration.
This study  only looked a t cau sa l a ttrib u tio n s  ab o u t the  p resen ting  
problem  an d  did no t explore w ha t o ther m ean s speakers m ight u se  to 
co n stru c t blam e an d  exoneration. The nex t study  ex tends th is  
resea rch  by situa ting  an  analysis of p a rtic ip a n ts’ cau sa l a ttr ib u tio n s  
clinical encounter, to explore the  variety  of w ays th a t  p a rtic ip an ts  
c o n stru c t blam e and  exoneration in relation  to the  p resen ting  problem, 
w ith in  a  detailed m icro-analysis of one clinical encoun ter, to explore 
the  variety of w ays th a t  pa rtic ip an ts  c o n stru c t blam e an d  exoneration  
in relation  to the  presen ting  problem .
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STUDY TWO:
CODING PARTICIPANTS’ ATTRIBUTIONS OF BLAME AND 
EXONERATION IN ONE THERAPEUTIC ENCOUNTER, ALONGSIDE 
A CONVERSATION ANALYSIS OF THAT ENCOUNTER
3.1 Aims
e In w ha t w ays do p a rtic ip an ts  verbally co n stru c t blam e and  
exoneration in relation  to the  p resen ting  problem , im plicitly an d  
explicitly, in  one th erap eu tic  en co u n ter ?
• How far can  cau sa l a ttr ib u tio n s  ab o u t the  p resen ting  problem , 
coded a s  e ither “blam ing” or “exonerating”, be tak en  a s  
represen tative  of th a t indiv idual’s construction  of blam e in  th is  
p a rticu la r th erap eu tic  en co u n ter ?
3.2. Method
3.2.1 Design
This s tudy  employed a  single case  s tu d y  design.
It w as decided to videotape the  first case  w here a  family consen ted  to 
partic ipate  in th is  research , an d  w here the  family were com ing for a n  
initial session  w ith a  team  m em ber. The first encoun ter betw een a  
th e rap is t an d  a  family w as chosen , since it is in an  in itial m eeting  th a t 
the  assignm en t of blam e for the  difficulties is m ost likely to be ra ised  
(B uttny & Je n se n , 1995).
Three conversations were recorded: the  dialogue betw een the  m ain  
th e rap is t and  the  co -therap ist in the  pre-session  d iscussion , th e  
conversation betw een the  th e rap is t an d  the  family in the  session  a n d  
the  th e ra p is t’s final in tervention  to the  family.
15 The family had been  seen  before but by a  different therapist one year earlier.
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3.2 .2  P artic ipan ts
The family consisted  of a  m other (Ms Banner) an d  h e r four year old 
son, Jo h n . J o h n  h ad  been referred to the  local child developm ent 
cen tre  a  year earlier because  of delayed language an d  behaviour 
problem s. He h ad  been a ssessed  by a  speech th e rap is t an d  a  
psychologist, who h ad  found no neurological or physical difficulties. 
The family h ad  been referred to the  child consu lta tion  team  th ree  
m o n th s la ter, because  h is  m other said  she w as becom ing increasingly  
w orried abou t, and  irrita ted  w ith, h e r son. The m other cam e to a n  
initial consu lta tion  w ith Dr Lyons (a clinical psychologist), w ithou t 
Jo h n , an d  said  she w as w orried th a t Jo h n  w ould tu rn  ou t like h is  
father, who w as a  m anic depressive.
Dr Lyons w as concerned ab o u t Ms B an n er’s high levels of depression , 
an d  con tacted  h e r G.P., to see if m edication or counselling could be 
offered to her. Ms B anner cancelled a  follow up  appo in tm en t a n d  told 
h e r G.P. th a t  she did no t w an t fu rth er appo in tm ents, a s  she  w as “now
im proved”.
The p resen t referral h ad  been in itiated  by Ms B anner, who h ad  
phoned  to request a  fu rther appoin tm ent. She said  th a t  Jo h n  h a d  
s ta rted  to have “a  lot of tem per ta n tru m s” a t school and  th a t the  
school reported  th a t  he appeared  “sad ”. She said  th a t  J o h n ’s fa th e r s 
h ea lth  h ad  deteriorated.
16 All nam es, and som e demographic details, have been  changed to preserve 
anonymity.
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Dr Lyons w as no longer able to see the  family so Dr T hom as (a family 
th e rap is t and  psychiatrist) agreed to take  on the  case. Dr T anner (a 
tra inee  family therapist) jo ined  a s  a  co-worker.
.3.2.3 M aterials
A video recording w as m ade of the  p re-session  m eeting (therap ist and  
co-w orker in conversation), the  session  (therapist, m o ther an d  child in 
conversation) and  th e  in tervention  (therap ist speaking  to m o ther an d  
child).
3 .2 .4  Procedure
All verbal s ta tem en ts  were transcribed . It w as decided to u se  only th e  
dialogue, and  no t to a ttem p t to code non-verbal behaviour, for th e  
following reasons;
e basic  tran scrip tion  of dialogue is estim ated  to take  ten  tim es a s  long 
a s  real-tim e conversation. A tran sc rip t including non-verbal 
inform ation is likely to take  twice a s  long again  (Potter & W etherell,
1987).
• The focus of the  resea rch  w as on expression  of beliefs v ia  language - 
a n  analysis of dialogue rem ains the  core way of analysing  th is .
• previous research  in  th is  a re a  u sed  an  analysis of verbal con ten t
alone.
• It h a s  been  argued  th a t, if resea rch  findings are to be clinically 
usefu l, th en  analyses a t the  level of m eaning are m u ch  m ore easily 
in tegrated  into practice th a n  m icro-analyses w hich em ploy th e  so rt 
of specialised coding system  su ch  a s  w ould be required  to rep re sen t 
non-verbal m ateria l (Campbell & de C arteret, 1984).
All cau sa l a ttrib u tio n s abou t the  p resen ting  problem  w ere identified, 
an d  coded a s  in the  previous study  (see pp. 126-128 above). E ach
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coded a ttrib u tio n  is p resen ted  in bold in  the  tran sc rip t w ith its  coding 
reported  in  p a ren th eses  beside it.
These a ttr ib u tio n s  were th en  viewed w ithin the  context of the  
“episode” of conversation in  w hich they  took place. An episode is a  
segm ent of conversation th a t  is focused on a  p a rticu la r topic (Labov & 
Fanshel, 1977). E ach episode w as bounded  by a  shift in  the  
conversation to a  different topic,
.3.2.5 Analvsis
C onversation analysis w as u sed  to m ake explicit im plicit a ssu m p tio n s  
an d  inferences in the  tex t (Labov & Fanshel, 1977) an d  to determ ine 
w hich propositions were being prom oted by w hich speaker . 
C onversation analysis w as felt to be the  b est m ethod of analysis for 
th is  s tudy  because  it provides m ethods to infer how speakers ascribe  
relative im portance, or salience, to com peting propositions w ith in  a  
conversation (Labov & Fanshel, 1977; B u ttny  & Je n se n , 1995). 
Moreover, it does no t rely on a  social constructiv ist perspective and  
therefore w as com patible w ith the  app roach  taken  in  s tudy  one.
S peakers were taken  to signal the  im portance of a  p a rticu la r 
explanation  w hen they  employed one or m ore of the  following verbal 
devices, a s  outlined by B u ttny  an d  Je n se n  (1995, p. 23).
• “repetition”; w hen they  repeated  a  proposition in the  d iscourse, or 
said  the  sam e th ing  in a  n u m b er of different ways
17 Labov and Fanshel (1977) com m ent that in  practice how  a  conversation is  broken  
down into ep isodes is  often necessarily quite arbitrary. The key pom t is  to have  
m anageable sections of conversation to analyse. They argue that sm ce the r e s e t s  
of the analysis itself does not depend on decisions of segm entation it is  not vital to
concentrate on  th is  issu e  (p. 38).
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• “d iscounting”: w hen they responded to a  p a rticu la r elem ent in their 
in te rlocu to r’s speech or failed to respond to a  key aspec t of the ir 
in terlocu to r’s speech.
• “verbal ph rasing” : w hen they  u sed  verbal ph rasing  th a t em phasised  
a  po in t su ch  a s  asse rting  “so m y poin t is ....”, or “w hat I am  trying to 
say  is ...”.^ 8
For each episode the resu lts  of th is analysis of pa rtic ip a n ts ’ implicit 
propositions ab o u t the  p resen ting  problem  were com pared w ith the  
re su lts  of coding the ir cau sa l a ttrib u tio n s ab o u t the  p resen ting  
problem  in th a t  episode.
3.3 R esults
3.3.1 Pre-session m eeting
Two episodes were identified:
1) initial p resen ta tion  of the  problem .
2) d iscussion  of the  role of the m o ther’s perceptions
Episode 1
1 Dr Thomas: This is a single mother with a four year old boy called John. As far as I can see
2 mother is divorced from the father of John and he is the one who is said to be manic
3 depressive, the father is said to be manic depressive, and they separated two years
4 ago. And what I've got from the file was John was referred to the Child Development
5 Centre when he was three, because of delayed language and bed wetting and he was
6 offered some speech therapy, and everyone thought he was a fairly healthy well
7  adjusted kid. November referred here by the G.P. saying mother’s concerned that
8 she is becoming ratty with him, irritated with him, that was about seven months ago.
9 Seen by Dr Lyons just once and mother’s main concern were the existential concern
18 Buttny and Jen sen  (1995) also refer to parabnguistic devices that can signal the 
importance of a concept, but these are not explored in  th is study -see  d iscu ssion  
above.
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10  about John’s future. But also, Dr Lyons was worried that she was depressed and she
11 expressed some suicidal thoughts, and so Dr Lyons contacted the G.P.. Aah, and
12  what also came out of that is that mother had a fear that John would become manic
13 depressive like his father, which reminds me, I must look up the percentage figures.
14 She then cancelled the second appointment, but when the G.P. spoke to her, she
15 said “Oh I am now improved and I didn’t need to go back" - “I just felt like wasting
16 someone’s time waiting for me".
17 Dr Tanner: And John has never been here, has he; she came on her own?
18  Dr Thomas: That’s right, and said very much that “I really came because I was preoccupied
19  about myself, that’s right. Now re-referred two months ago by mother who'd said
2 0  that John is having a lot of temper tantrums at school that the school are also saying
21 that he is sad. He was seen once by an ed. psych in the school who just observed
22  him in class and he seemed O K - nothing more was done. But since they were here
23  last, fathers mental state has deteriorated and - it’s quite difficult to know quite in
24  what way - but mother is now again very concerned that John has inherited the
25  father’s gene and my guess, is that she is spotting everything that he does into
26  the concept “ I think you are now manic depressive” is my guess, and so she’s
27  absolutely preoccupied with that and it has become a pre-occupational bit of
2 8  relationship (potentially blaming the mother).
C onstruction  of blam e and  exoneration
T hroughout th is  episode Dr T hom as’s u se  of repetition, verbal devices 
and  d iscounting, can  be seen to reflect a  construction  of the  problem  
th a t focuses on Ms B anner a s  the  m ost significant “cau se” of the  
difficulties.
Ms B an n er’s behaviour an d  beliefs are repeatedly cited a s  determ in ing  
w hether help is sought (lines 7-8, 9-10, 10-11, 12-13, 19-21, 24). Her 
concerns ab o u t Jo h n  are con trasted  w ith the  beliefs of o ther 
professionals: “everyone though t he w as a  fairly healthy  w ell-ad justed  
kid” (lines 6-7), “he w as seen once by an  ed. psych in the  school who 
ju s t  observed him  in c lass and  he seem ed OK” (lines 21-22).
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Dr T hom as concludes th a t, in Ms B an n er’s m eeting w ith the  previous 
th e rap is t, she  w as com m unicating: “1 w as preoccupied ab o u t m yself” 
(line 18-19). He goes on to suggest th a t currently : “she is abso lu te ly  
preoccupied” w ith Jo h n  being m anic  depressive (line 27) and: “it h a s  
becom e a  p re-occupational b it of the  re la tionsh ip” (lines 27-28). The 
repetition  of the  word “pre-occupied” an d  the  re-itera ted  em p h asis  on 
m o th e r’s beliefs suggests th is  is a  cen tra l proposition Dr T hom as p u ts  
forward to explain the  difficulties th a t  have b rough t the  family to 
therapy.
Dr T hom as d isco u n ts  a lternative exp lanations bo th  explicitly an d  
implicitly. No hypothesising  refers to the  fa ther or the  child, o th er th a n  
in  te rm s of the  im pact on th e  m o th e r’s beliefs an d  percep tions (lines 
12-13, 24-25). The reality  of fa th e r’s m en tal h ea lth  problem s, w hich 
th e  m other is reported  to see a s  being crucial, a re  questioned: he  “is 
said  to be a  m anic  depressive” (line 2), “fa ther is said  to be m anic  
depressive” (line 3). By th is  verbal construction  Dr Thom as opens u p  
the  possibility of d oub t ab o u t fa th e r’s diagnostic s ta tu s . The repetition  
of the  p h rase  s tren g th en s its  im pact.
Dr Thom as signals h is  perception of the  im portance of the  a ttr ib u tio n  
a b o u t the  role of Ms B an n er’s m en ta l s ta te  in  the  difficulties (lines 25- 
28) by prefacing it w ith  the  verbal construc tion  “it is m y gu ess  th a t” 
(line 25 ), w hich he th en  rep ea ts  a t the  end  of the  sen tence again  (line 
26). S uch  verbal p h ra se s  serve to h ighlight a  proposition a n d  suggest 
i t’s  relative im portance in the  sp eak e rs’ lexicon of explanations (B uttny  
& Je n se n  1995).
In th is  episode, it would ap p ear th a t  D r T hom as’s speech a c ts  
implicitly blam e the  m other and  exonerate  the  child an d  the  fa th e r for 
the  c u rre n t difficulties.
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C om parison of resu lts  of conversation analvsis with resu lts  of coding 
cau sa l a ttrib u tio n s abou t the  presen ting  problem
Dr Thom as m akes one cau sa l a ttribu tion  ab o u t the n a tu re  of the 
presen ting  difficulties in th is  episode, w hich potentially  b lam es the  
m other (lines 25-28). This can  be seen a s  reflecting the  way he 
explains the  difficulties th roughou t th is episode. Ms B anner is the  
focus of the hypothesising, and  m aterna l beliefs are proposed a s  the  
key cause  of the  difficulties.
Episode 2
This episode follows a  section of conversation in w hich Dr T hom as 
goes to a  text book to look up  facts abou t the  inheritance  of depression  
by children in o rder to “d ebunk  th is  m anic depression  n onsense”.
1 Dr Tanner: All the anxieties are to do with speech do you think that could be because maybe
2 he is bilingual ?
3 Dr Thomas: This mother is carrying a lot of conscience about herself and about being a
4 disappointment to her parents. I'm not quite sure in what way, some sort of profound
5 idea that she was a great disappointment to her parents. And so one possibility is
6 that she grows up with the idea, well "I'll be at least a perfect mother”; so it comes to
7  having a child and, well, maybe no, maybe first “I'll become a perfect wife” - that
8  might be the first thing, and she marries a guy, who for whatever reason goes crazy,
9  we don't know, and it ends in divorce. Then she has a child and she sees he is
10 exactly like his father “the very thing I didn’t want him to be”, and she then finds that
11 she is not relating to him in the way that she wants, not the ideal way. It becomes
12  very disconcerting that whatever everyday issues arise in looking after this kid,
13 it’s become multiplied by, she believes that he is crazy like his father, or going
14 to become crazy like his father, sort of puts him clearly under a microscope all
15  the time, plus the fact that she had the wish to be a perfect mother and she
16 feels she’s failed at that (potentially blaming the mother).
17 Dr Tanner: Don't forget she told Dr Lyons that she failed twice, she failed her mother and her
18 father. Her father wanted her to have a career. Her mother wanted her to be a
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19 mother. She has failed both.
20  Dr Thomas: Oh. Right. And so every roie that she tries to take, as a daughter, daughter to
21 father, mother to son, wife to husband, has failed. No wonder she’s thought it’s not
22  worth living.
23  Dr Tanner: I am quite interested to know why she came to England. She's Aslan German.
2 4  Whether she's got any support over here ? It doesn't sound as if she has.
25 Dr Thomas: it could be if, its a big if, that she doesn't know who she is. She's part this,
26  part that, grew up here, grew up there, she doesn't know who she is. That
2 7  compounds the fact that who you are is defined by your genes, you know, by
2 8  your disease. At least John is dêfined by the fact that mother thinks he is
29  manic depressive (potentially blaming the mother).
C onstruction  of blam e and  exoneration
In th is  episode, Dr Thom as ta lk s ab o u t m others life an d  beliefs a s  
centrally  con tribu ting  to the  p resen t difficulties. It is hypo thesised  th a t  
because  Ms B anner though t herself to be a  d isappo in tm en t to h e r 
pa ren ts , she h ad  a  w ish to be first a  “perfect” wife (line 7) and  th e n  a  
“perfect m other” (lines 6 and  15). Her fru stra tion  a t h e r  inability  to 
achieve th is  is postu la ted  to be the  root cause  of the  p resen t 
difficulties. Repetition of hypothesised  key beliefs of the  m other- th a t  
she w as a  d isappo in tm ent to h er p a re n ts  and  th a t she  w anted  to be 
perfect in  som e way- serve to s tre ss  th is  line of reasoning. For 
exam ple, the repetition  of the  theory ab o u t Ms B an n er’s perception  of 
herself a s  a  “d isappo in tm ent” (lines 4 and  5) serves to em phasise  th is  
suggestion. The proposition is given fu rth er weight by the  u se  of the  
adjectives “profound” and  “great” (lines 4 an d  5).
The m o th er’s e thn ic  m ix is hypothesised  a s  possibly con tribu ting  to 
the  difficulties, a s  it m ight induce a  sense  of no t knowing who sh e  is. 
A lthough the  ten tativeness of th is  hypo thesis is initially s tressed : “It 
could be if, its  a  big i f  (line 25), the  repetition of w ords lends the  
proposition weight: “she is p a rt th is, p a rt th a t, grew up  here, grew u p  
there” (lines 25-26).
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At all tim es in th is  episode, D r Thom as explores issu e s  from  the  
perspective of the  m other. The h istory  of the  p a re n ts  getting together 
an d  having a  child is explored entirely from the  view point of h e r beliefs 
an d  expectations. No a ttem p t is m ade to hypothesise ab o u t the  
fa th e r’s beliefs an d  expectations or those of the  child. Their possible 
behaviour is described, b u t only m o ther’s in te rn a l reactions to events 
are  hypo thesised  abou t. For exam ple. Dr T hom as sta tes: “she  m arries 
a  guy, who for w hatever reason  goes crazy, we d o n ’t know  an d  it ends 
in  divorce. Then she  h a s  a  child an d  she sees he is exactly like h is 
fa ther “the  very th ing  I don’t w an t h im  to be”, an d  she th en  finds th a t 
she is no t rela ting  to h im  in the  way th a t she w an ts” (my em phasis) 
(lines 8-11).
Dr T hom as con tinues to exonerate the  child by d iscoun ting  any  
in s tan ces  of issu e s  specific to the  child being raised. T hus he does no t 
take  u p  Dr T anner’s in te res t in  the  im pact of J o h n ’s b i-lingualism  
(lines 1-2).
C om parison of re su lts  of conversation analvsis w ith re su lts  of coding 
cau sa l a ttrib u tio n s  ab o u t the  presen ting  problem
Dr T hom as m akes two cau sa l a ttrib u tio n s  ab o u t the  n a tu re  of the  
p resen ting  difficulties in  th is  episode (lines 12-16 and  lines 25-29). 
B oth potentially  blam e the  m other for difficulties. These do ap p ea r to 
reflect the  position Dr T hom as tak es  in th is  episode, a s  d em onstra ted  
by the  conversation analysis carried  ou t above.
3 .3 .2  The session
Three episodes were identified:
1) d iscussion  of J o h n ’s role in the  difficulties
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2) d iscussion  of the  school’s role in the  difficulties
3) d iscussion  of Ms B anner’s role in the  difficulties
Episode 1
This episode follows Dr Thom as explaining to Jo h n  ab o u t w h a t so rt of 
place the  clinic is, and  a  d iscussion  ab o u t J o h n ’s level of 
unders tand ing , in w hich Ms B anndr says he is behind  in h is  
u n d ers tan d in g  com pared to o ther children, b u t th a t she does no t see 
th is  a s  the  cau se  of the  difficulties.
1 Dr Thomas: And is he in school behind ?
2 Ms Banner Yes, they are the ones that are pressuring me, mainly the teacher, when he goes
3 to school and he is not talking properly like a five year old, the teacher says she has
4  to talk to him twice or three times explain to him something that another child would
5 understand from the beginning what he has to do.
6 Dr Thomas: Right. Do either the teachers or you have an idea of why that is so?
7  Ms Banner: No. we don’t know why it is so
8 Dr Thomas: Well, do you think John is behind in his brightness - his intelligence ?
9 Ms. Banner: No
10 Dr Thomas: Do you think there is some emotional problem ?
11 Ms Banner: Well, he is very sensitive. I don't understand why he should have emotional
12 problems because he has a pretty normal home life and if he does have emotional
13 problems he is just extra sensitive (potentially blaming the child).
C onstruction  of blam e and  exoneration
S ta tem en ts abou t cause  offered by Ms B anner in th is  episode can  be 
seen  a s  a ttem p ts  to exonerate herself from im plied blam e by Dr 
Thom as. In lines 2 - 5  she u ses  repetition and  verbal p h rases  to 
m inim ise h e r own role in the difficulties and  em phasise  th a t of o thers . 
She repeatedly  refers to the teachers being the  m ain  people to be 
affected (lines 2 and  3). She co n tra s ts  the ir concern  w ith h e r own lack  
of worry; she p resen ts  herself a s  the  passive recip ient of the ir
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concerns: “they are the  ones who are  p ressu rising  m e” (line 2). Ms 
B anner seeks to estab lish  the  lack of connection betw een any th ing  she 
does and  the  difficulties: “I d o n ’t u n d e rs tan d  why he should  have 
em otional problem s, he h a s  a  p retty  norm al hom e life” (lines 11-12). 
The colloquialism  “pretty  norm al” serves to reinforce the o rd inariness 
of the situa tion  a t hom e.
In response  to Ms B an n er’s initial com m ent ab o u t the  difficulties being 
noticed by the  teacher, Dr Thom as does no t take up  the  issue  of the  
teach e rs’ concerns directly, b u t ra th e r  pa irs  m other w ith the  teach e rs  
in ask ing  for any ideas abou t cause (line 6). This construction  m ay be 
taken  a s  implicitly d iscounting  the  idea th a t the  teachers a re  the  only 
ones involved w ith these  issues.
C om parison of re su lts  of conversation analvsis w ith re su lts  of coding 
causa l a ttrib u tio n s abou t the  p resen ting  problem
Ms B anner m akes one cau sa l a ttribu tion  abou t the  difficulties in  th is  
episode, w hich potentially  blam es h e r son. This a ttribu tion  does 
appear to reflect he r explanation for the difficulties in th is  episode, a s  
dem onstra ted  by th e  conversation analysis above.
Episode 2
This episode follows a  d iscussion  betw een Dr Thom as an d  Ms B an n er 
ab o u t the  n u m b er of tim es Jo h n  h a s  behaved inappropriately  a t 
school.
1 Ms Banner: At the beginning there was more. Now I told him off and I punished him and it
2 seems to have helped. I think he prefers it when some people are strict with him.
3 Dr Thomas: Right. Do you feel that the school falls down a bit in that or not?
4  Ms Banner: Yes I do
5 Dr Thomas: You do ?
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6 Ms Banner; Uhum
7 Dr Thomas: Have you spoken to them about that ?
8  Ms Banner: Well. Yes. I have spoken to them about that but they have a different way...
9  Dr Thomas: That's the way they are. Is to be (gestures with hands) ?
10 Ms Banner Well they have this way they just want..
11 Dr Thomas: So you're feeling that a lot of the behaviour the teachers describe to you
12 are to do with the fact that he is not sort of organised there or not controlled
13 very well there ?
14 Ms B: Yup (potentially blaming the school).
15 Dr Thomas: Right, do you think that if the school did do that there wouldn't be that problem?
16 Ms Banner Yes, it would be better.
C onstruction  of blam e and  exoneration
In th is  episode, Dr T hom as’s questions shift the em phasis from factors 
in Jo h n  (such as  h is  preference for stric t discipline - line 2) to the  
school context in w hich he finds him self (line 3).
By repeating  Ms B anner’s a sse n t to criticism  of the  school (line 5) an d  
reform ulating her com m ents a s  additional criticism  of the  school 
(lines 11-13), he em phasises blam e of the school. He th en  form ulates 
the difficulties a s  lying prim arily with the school (line 15) an d  a sk s  for 
h e r consen t to th is  suggestion (line 15), w hich she th en  gives in a  
modified form: “Yes, it would be better” (line 16).
C om parison of resu lts  of conversation analvsis w ith re su lts  of coding 
cau sa l a ttrib u tio n s abou t the  presen ting  problem
Ms B an n er’s a sse n t to Dr T hom as’s descrip tion of h e r view of the  role 
of the  school in the  difficulties, is talœ n as  a  cau sa l a ttrib u tio n  ab o u t 
the  difficulties, and  categorised a s  potentially  blam ing th e  school 
(lines 11-14). This a ttribu tion  is in line w ith the  construction  of cau se  
of the  difficulties a t th is point in the conversation.
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Episode 3
1 Dr Thomas: Are you worried about anything else? You say he is not autistic or dyslexic.
2 Ms Banner: There's not many things, but he is almost like, sometimes he is so good he is
3 very very nice, like if I am tidying up he helps me do my room and all of this very
4  nice. And then like sometimes he go to school and he will turn into a different
5 person. It's almost like its a different person, schizophrenic or something, I
6  don't know (potentially blaming the child).
7 Dr Thomas: That's something else you're worried about ?
8 Ms Banner: I would like to find out about that, yes.
9 Dr Thomas: What would need to happen to reassure you that John is or isn't dyslexic?
10 Ms Banner: He is not dyslexic.
11 Dr Thomas: No. I am asking you what would need to happen for you to be satisfied in your
12 own mind that he is or isn't dyslexic ?
13 Ms Banner: I think more it’s  his father is dyslexic and his grandfather is dyslexic and I
14 think that he is showing same signs, I think he probably is (potentially
15 blaming the child).
16 Dr Thomas: So you think he is. Does that worry you ?
17 Ms Banner: Well, yes. Well, it's not a big deal.
18 Dr Thomas: And, umm, what was the other thing you said that worried you ?
19 Ms Banner: Autistic
2 0  Dr Thomas: Yes. Thank you. What would need to happen for you to be assured whether John
21 is or isn't autistic?
22  Ms Banner: I am sure he is not myself, because...
23  Dr Thomas: What's happened to assure you of that ?
24  Ms Banner: Its just umm, I have just seen him with other kids, I've seen other kids. I've
25  spoken to other kids and I just feel a bit upset that like, when my friend's daughter
26  she has a tantrum, sometimes I think she acts really strange as well. Her parents
2 7  think nothing of it. If he does something slightly similar the teachers say that, last
2 8  year, umm, so , I don't know
2 9  Dr Thomas: So you worried about it but then you've seen other children?
3 0  Ms Banner. Yes, I've seen other children worse do worse things than him, a lot worse.
31 Dr Thomas: Right. And what about being schizophrenic, what would need to happen to
32  assure you or reassure you about that ?
33 Ms Banner: I don't know.
34  Dr Thomas: Do you have any other fears about John other than those three?
3 5  Ms Banner: No, its just that I don't know much about those things. Its my first child and we
160
3 6  don't have any children in our family. I don't really, I had nothing to do with children
3 7  before, him, so...
3 8  Dr Thomas: Right. So in a way, you feel as though you are learning as you're going along ?
3 9  Ms Banner: Yes, as I said, I was never worried about him, about his speech or anything until
4 0  he started school and the teacher has spoke that he is behind with iiis speech
41 Dr Thomas: The three things that you mentioned so far, dyslexic, not so much dyslexic but
4 2  certainly autistic and schizophrenic are really very serious disorders and what’s
43  happened for you to sort of call upon those ideas ?
4 4  Ms Banner: Well, I just think i'm the type of person when I watch a programme and I
4 5  see people talking about something or the other I start thinking that I might be
4 6  having the same problem, or I Just hear about something, watch it on TV and I
4 7  get very worried with myself, even if I have no ...(indistinct)... (potentially
4 8  blaming the mother).
C onstruction  of blam e an d  exoneration
In th is  episode, Dr Thom as u se s  repetition an d  d iscoun ting  to
em phasise  the  role of m o ther’s beliefs. Taking each  of h e r a sse rtio n s
ab o u t possible d iagnoses for Jo h n  in tu rn , he:
• d iscoun ts the  cen tra l th ru s t  of h e r concern  by no t ask ing  for fu rth e r 
elaboration  of the  n a tu re  of J o h n ’s behaviour in  response  to h e r 
expressed coneerns ab o u t it (lines 7, 9, 16, 29).
• repeatedly  a sk s  h e r abou t w hat influenees h e r beliefs (lines 9 ,1 1 -  
12, 20-21, 23,41-43).
• p laces them  in the  context of factors personal to h e r own life 
experience (lines 23, 38, 41-43).
• u se s  verbal devices to em phasise  the  role of h e r  own percep tions. 
For exam ple, the  u se  of the  p h rase  “call u pon  those  ideas” (line 43) 
suggests: there  is som e so rt of value in these  ideas for Ms B an n er 
(“call upon” is generally u sed  of positive th ings a s  in “call upon  
friends” or “call upon  in n er resou rces”); there  ex ists a  reperto ire  of 
po ten tial d iagnoses th a t m other h a s  a t  h e r d isposal an d  th a t  these  
ideas are  no t necessarily  reflections of reality.
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In th is  way Dr T hom as’s questions help shift the  m o ther’s 
explanations of the  difficulties from a  focus on factors in* h e r child, to a  
focus on factors in herself (lines 44-47).
Com parison of re su lts  of conversation analvsis w ith re su lts  of coding 
cau sa l a ttrib u tio n s abou t the  p resen ting  problem
Ms B anner m akes three causa l a ttrib u tio n s  abou t the  difficulties in 
th is  episode (lines 4-6, 13-15 and  44-47). The first two potentially  
blam e h e r son, the  la s t one potentially  b lam es herself. These different 
a ttrib u tio n s  reflect the  shift in h e r im plicit propositions ab o u t the  
cau ses  of the  difficulties th a t occurs in th is  episode, from b lam ing h e r 
son to blam ing herself.
3 .3 .3  The in tervention
The in tervention is taken  a s  one episode.
1 Dr Thomas: What was occurring to us is that in a sense you've described what may not be
2 aparticularly big problem with regard to John, but also one that might be worth
3 at least taking seriously enough at this stage in his growing up to see if there
4  is any particular help he needs at school, in thinking or drawing, that sort of
5 thing (potentially blaming the child). So what I would like to do is to have a word
6 with the psychologists in the team, just to ask them “Do you think it would it be worth
7  the psychologists seeing John to see if there is any testing or checking to allow us to
8 know does he need any particular school type help or leaming type help?”. And they
9 might say “No” or they might say, “It is needed at this point just to reassure
10 everybody”. There's another sort of area that has struck us in what you've been
11 describing, about the nagging doubts you have been having not just about
12 yourself but also about John and thinking, “I’ve got something very serious”
13 and maybe part of you thinks that and the other part says, “Couldn't be so ”. It
14 still nags at you (potentially blaming the mother). You also say that a sense that
15 you are still learning day by day what it is to be thinking about children. Yup ? And
16 what we thought the other areas we'd like to think through with you is something
17 more about the background to all this, because it might help us make a bit more
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18 sense of the nagging doubts you have and the uncertainties at times about being
1 9  a mother (potentially blaming the mother), sort of thing, and so rather than start
2 0  this now we thought lets stop today. I would talk to the psychologists in the team see
21 if they think it will be helpful for one of them to see John. But also to arrange another
22  appointment with you, next time we will look more about the background. We can
23  see you on Tuesday 2nd, which is about three weeks time, I think at 3.35. Is that
2 4  OK?
2 5  Ms Banner: Yes. so me alone ?
2 6  Dr Thomas: Well, I think that what I'd like to do for the moment,let’s say you're alone, but if in
2 7  talking to the psychologists they suggest it will be better to come in a different way
2 8  then I will write to you.
C onstruction  of blam e and  exoneration
J o h n ’s possible difficulties are  acknowledged, b u t m inim ised: “m ay no t 
be particu larly  big problem  w ith regard to Jo h n ” (lines 1-2). The 
suggestion th a t  a  psychologist a sse ss  Jo h n  is underm ined  by th e  
possibility th a t  the  psychologist m ight say “No” (line 9), and  th a t  it is
only being done to “rea ssu re  everyone” (lines 9 -1 0 ).
Dr T hom as s tre sses  the  role of m o ther’s perceptions by repetition  of 
the  proposition of h e r “nagging d o u b ts” (lines 11, 14, 18). He also  
a lludes twice to h e r sense of u n certa in ty  ab o u t h e r pa ren ting  (lines 
14-15 an d  18-19).
Ms. B an n er’s response is to a sk  for confirm ation th a t Dr T hom as is 
suggesting th a t she should  come alone to the next m eeting “Yes, so m e 
alone?” (line 24). This m ay possibly be taken  as an  indication  of h e r 
sense  th a t  she is being seen a s  the  focus of the  difficulties.
C om parison of re su lts  of conversation analvsis w ith re su lts  of coding 
cau sa l a ttrib u tio n s abou t the  p resen ting  problem
Dr T hom as m akes th ree cau sa l a ttrib u tio n s (lines 1-3, 11-14 a n d  18).
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The first a ttrib u tio n  potentially  b lam es the  child an d  the  two 
su b seq u en t a ttr ib u tio n s  potentially  blam e th e  m other. This ratio  of 
a ttr ib u tio n s  w ould ap p ea r to reflect the  con ten t of the  in tervention , 
an d  the  relative w eight given to the  different elem ents of it. The m ain  
th ru s t  of the  in tervention  is th a t  the  m o th e r’s role m ay be cen tra l to 
the  difficulties, w ith the  possible role of the  ch ild ’s behaviour being 
seen  a s  a  m uch  less im portan t factor.
3 .3 .3  Drop o u t from  trea tm en t
Ms. B an n er never cam e back. It is only possible to specu la te  ab o u t the  
role of blam e in  th is  non -a ttendance . Ms B anner predom inately  
blam ed h e r child for the  difficulties a n d  she  w as blam ed by h e r 
th e ra p is t in th e  in tervention. This is in  line w ith  the  suggestion ra ised  
in the  clinical lite ra tu re , and  supported  in th e  previous study , th a t  
th is  com bination of p a tte rn s  of blam e m ight con tribu te  to increasing  
the  possibility of p rem atu re  term ination  of therapy . No conclusions 
can  be draw n on the  b asis  of a  single case  study , however.
3 .4  D iscussion
The findings suggest th a t underly ing  p ropositions im plying b lam e a n d  
exoneration can  be deduced based  on p a rtic ip a n ts ’ u se  of repetition , 
d iscoun ting  a n d  verbal p h rases . It shou ld  be noted, however, th a t  the  
decision n o t to code non-verbal da ta , w hilst having advan tages in 
te rm s of tim e constra in ts , did m ean  th a t  inform ation ab o u t the  
construction  of blam e and  exoneration by non-verbal m eans, su c h  a s  
tone of voice or expression, m ay have been  lost.
The re su lts  of th is  study  are  in line w ith the  lite ra tu re  th a t  suggests  
th a t in an  in itial therapeu tic  en co u n ter p a rtic ip an ts  a re  likely to be 
centrally  concerned  w ith issu es  of blam e a n d  exoneration  (B uttny &
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Je n se n , 1996), an d  th a t  the  first m eeting betw een th is  th e rap is t an d  a  
p a re n t can  som etim es involve a  ba ttle  for dom inance betw een 
com peting explanations of the  p resen ting  problem s (Howe, 1989).
The fact th a t  Ms B anner cam e to therapy  w ith a  construction  of blam e 
th a t  focused on the  child is in line w ith the  lite ra tu re  th a t  suggests 
p a re n ts  often come blam ing one child (Dr B utler e t al., 1986; W atson, 
1986). The fact th a t  Dr T hom as’s hypothesising  focused on m other to 
the  exclusion of o ther family m em bers is in line w ith the  findings of 
Sporakow ski et al. (1993), th a t family th e ra p is ts  m ay m ake u se  of 
m ore linear m odels a t tim es.
The re su lts  of coding c au sa l a ttrib u tio n s  ab o u t the  p resen ting  problem  
did ap p ea r accura te ly  to reflect the  construction  of blam e and  
exoneration, a s  identified by conversation analysis, in  the  episodes 
u n d e r sc ru tiny  here. It would seem  th a t  coding cau sa l a ttrib u tio n s  
ab o u t the  p resen ting  problem  in th is  way m ay offer a  convenient 
sh o rth an d  for the  complex a ttrib u tio n a l w ork th a t  w as achieved by 
diverse linguistic m eans in the  conversation generally w ithin  th is  
th erap eu tic  encounter. Such  codings were qu icker to u n d ertak e  th a n  
the  full conversation analysis.
W hilst it w ould be necessary  to te s t th is  o u t in  relation  to a  n u m b er of 
different cases to see if these  findings are  m ore generally valid, th ese  
re su lts  a re  encouraging an d  suggest the  operational definitions 
developed m ay have u se s  in fu rth er resea rch  projects.
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r DISCUSSION
4.1 D iscussion  of findings of bo th  stu d ies
The findings of bo th  s tu d ies  will be d iscussed  in term s of th e  original 
a im s of the  research .
4 .1 .2  Using operational definitions of blam e and  exoneration  to code 
a ttrib u tio n s  in n a tu ra lly  occurring  clinical conversations^
O perational definitions of blam e an d  exoneration were c reated  th a t 
could be u sed  to code na tu ra lly  occurring  conversation. These were 
relatively sim ple to apply an d  high levels of in te r-ra te r  reliability were 
achieved. Moreover, w hen com pared w ith the  re su lts  of a  m icro­
analysis of one p a rticu la r th erap eu tic  encoun ter, they  appeared  to 
provide a  usefu l sh o rth an d  for indicating  the  a ttrib u tio n a l s tance  of 
the  p a rtic ip an ts  w ithin  th a t encoun ter, being m uch  qu icker to u se  
th a n  a  detailed m icro-analysis of conversation. This w ould need  to be 
tested  fu rth e r in  relation  to o ther cases to determ ine how far th is  is 
universally  valid.
A lthough coding cau sa l a ttrib u tio n s  w as quicker th a n  carry ing  o u t a  
full detailed m icro-analysis of a  conversation, applying the  opera tional 
definitions to na tu ra lly  occurring  speech ac ts  w as still a  tim e 
consum ing process. It m ay be th a t  fu tu re  projects th a t  seek  to 
investigate larger n u m b ers  of fam ilies m ay need to look a t  even 
sm aller segm ents of conversation - su ch  a s  the  first ten  m in u te s  of th e  
p re-session  hypothesising  m eeting an d  session  - or to u se  sem i­
s tru c tu red  interview s to elicit cau sa l a ttrib u tio n s in  a  m ore system atic
way.
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One lim itation of the  procedure, a lready noted, w as th a t only 
s ta tem en ts  th a t contained  a  d irect a ttrib u tio n  abou t the  cause  of the  
difficulties were coded. One possible helpful addition m ight be to 
include codings of d iscounting  s ta tem en ts  alongside clear s ta tem en ts  
of a ttrib u tio n a l cause. T hus a  fu tu re  project m ight no t ju s t  look a t 
s ta tem en ts  th a t ad d ress  the  issue , “the  cause  of the  problem  is.... , 
b u t also exam ine s ta tem en ts  th a t  could be fitted into the  form at the  
problem  is no t caused  by ...”.
4 .1 .3  Investigating p a tte rn s  of blam e and  exoneration  m ade by fanuly 
m em bers and the ir th e rap is ts  in  relation to the  p resen ting  problem,. 
and exploring the ir rela tionsh ip  w ith drop o u t
The findings of bo th  stud ies indicated  th a t the  m others in  these  
s tu d ies  often cam e w ith a  “blam e fram e” in relation to the ir children. 
The child ren  who m ade a ttrib u tio n s  in the  first study  tended  to accep t 
th is  a ttrib u tio n a l stance. It should  be noted, however, th a t  a  q u a rte r  of 
the  m o th e rs’ a ttrib u tio n s in the  first study  exonerated  the  child, 
suggesting they  h ad  also come w ith a lternative a ttrib u tio n s  th a t 
exonerated  the  child, on w hich the  th e rap is t could potentially  build . 
The fact th a t  the  two fa thers who took p a rt were m ore likely to seek  to 
exonerate th e ir child th a n  the  m others, m ay indicate  th a t  fa the rs 
generally are  less likely to blam e th e ir ch ildren  th a n  m others, or it 
m ay be th is  w as an  artefact of the  lim ited ta lk  tim e the  fa th e rs  had . 
T hus it m ay be th a t fa th e r’s only spoke w hen disagreeing w ith th e ir 
p a rtn e rs . However, the  n u m b ers  involved are  too sm all to draw  any  
conclusions a t th is  stage. More w ork is needed to explore these  
possibilities further.
W hilst the  th e rap is ts  in study  one predom inately  u sed  a ttr ib u tio n s  
th a t sough t to exonerate the  child, they  did offer som e cau sa l 
a ttr ib u tio n s  th a t  were potentially  blam ing. These a ttrib u tio n s  tended
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to blam e e ither the  m other or child an d  rarely  focused on the  father. 
This w as particu larly  p ronounced  in  relation  to the  in terventions, 
w here, w hilst th e ra p is ts  m ade few c au sa l a ttrib u tio n s, those  they  did 
m ake all b lam ed the  child or m other. This suggests th a t  T reacher an d  
C arpen ter (1993) m ay be righ t in a sse rtin g  th a t  system ic th e ra p is ts  
m ay be m ore blam ing th a n  they  th in k  they  a re  a t tim es, and  th a t  th is  
blam e falls d isproportionately  on th e  shou lders of m others (Piercy & 
Sprenkle, 1990).
In th is  context it is in teresting  to note th a t  in  the  second s tudy  th e  
th e rap is t rela ted  h is  a ttrib u tio n s  ab o u t the  p resen ting  problem  alm ost 
entirely to the  m other. W hilst it m ay be th a t th is  reflected the  
p a rticu la r clinical issu es  ra ised  in th is  case, in the  light of fem inist 
critique of family therapy, an d  the  findings of study  one, it m ay be th a t  
th is  reflects a  w ider tendency  by clin icians to a ttr ib u te  b lam e m ore 
readily to m o thers th a n  to o ther family m em bers (Goldner, 1985).
The re su lts  of study  one indicate th a t  any  blam e by th e ra p is ts  of the  
p a re n ts  m ay possibly be associated  w ith increased  risk  of drop ou t. If 
th is  finding were replicated  in  larger stud ies , it w ould suggest th a t  it 
m ay be crucial to ad d ress  issu e s  of blam e a t  the  o u tse t of th e ra p y , if 
long-term  engagem ent is to be prom oted.
4 .1 .4  To s itu a te  these  coded a ttr ib u tio n s  w ith in  a  m icro-ana lv sis  of a  
clinical conversation, an d  to determ ine how far they can  be tak en  a s  
represen tative  of an individual’s co nstruc tion  of blam e in one 
th erap eu tic  encounter.
S tudy  two indicated  th a t  p ropositions im plying blam e can  be seen  to 
be constructed  in  verbal in terchange by m ean s of a  n u m b er of 
linguistic devices, in p a rticu la r repetition , d iscoun ting  an d  verbal 
p h ras ing  (Buttny & Je n se n , 1995). It ind icated  th a t  issu e s  of blam e
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and  exoneration, in relation to the  p resen ting  problem , did ap p ea r to 
take  a  cen tra l place in the  initial therapeu tic  encoun ter explored.
W hen situ a ted  w ithin th is  detailed conversation m icro-analysis the  
coded a ttrib u tio n s  did ap p ear to have som e heu ris tic  value. Explicit 
a ttrib u tio n s  provided a  relatively sim ple way to explore speakers 
exp lanations for the  cause  of difficulties in th is  p a rticu la r th erap eu tic  
encoun ter. This would need to be tested  fu rth e r in relation  to o ther 
cases to determ ine how far th is  is universally  valid.
4.2 Im plications
A focus on issu es  of blam e an d  exoneration offers m any  possibilities 
for fu tu re  research  an d  clinical developm ent.
4 .2.1 Implications for future research
The operational definitions developed here  m ay have a  role in 
investigations of the  th erap eu tic  process an d  outcom e. They m ay 
provide a  usefu l way of m easu ring  levels of blam e an d  exoneration 
m ade by individuals in  clinical conversations. One extension  of the  
p resen t research  m ight be to u se  these  definitions a s  a  m easu re  in 
addition  to Kazdin et a l.’s recently  developed “ba rrie rs  to trea tm en t” 
scale (1997). The absence or p resence of blam ing a ttr ib u tio n s  in  a  
th e ra p is ts ’ intervention to a  family could be noted, a n d  th is  could be 
looked a t in relation to drop o u t in a  larger study.
P articu lar g roups m ight be investigated in  relation  to blam e. More 
could be done to look a t differences betw een family m em bers. 
V ariation in  levels of blam e in  relation  to different p resen ting  
problem s, ethnic  groupings or age of the  child could all be explored.
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A fu tu re  s tudy  m ight profitably also look a t non-verbal a sp ec ts  of the  
th erap eu tic  in terchange. For exam ple, a n  exploration of th e  affective 
qualities w ith w hich p a rtic ip an ts  endow th e ir a ttrib u tio n a l s ta te m e n ts  
ab o u t the  p resen ting  problem  m ay help clarify how these  a ttr ib u tio n s  
im pact on the  th erap eu tic  process.
This research  did no t se t o u t to investigate w hether a  s ta tem en t coded 
a s  “blam ing” w as actually  experienced a s  “blam ing” by the  person  
listening. To have determ ined  th is  w as beyond the  scope of the  c u rre n t 
project, b u t m ay well be of in te res t in fu tu re  resea rch  w hich looks a t 
the  experience of u se rs  of family therapy , along the  lines ea rn ed  ou t 
by Kuehl et al. (1990).
4 .2 .2 . Clinical Im plications
The findings of th is  research  indicate  the  likely advan tages of 
th e ra p is ts  being aw are from the  o u tse t of th e  likely role of b lam e an d  
exoneration in th erap eu tic  work, an d  th e  need  to m onitor how family 
m em bers, and  the  th e ra p is ts  them selves, a re  constructing  b lam e in  
the ir conversations du ring  the  course  of therapy . It m ay be helpful for 
th e ra p is ts  to raise  the  sub ject of b lam e righ t a t the  s ta r t  of therapy , 
an d  to ad d re ss  the  issu es  raised  w ith  the  family a t th a t  po in t (Furlong 
& Young, 1996).
Increased  aw areness of the  different d im ensions potentially  involved in  
a ttrib u tio n s  of blam e and  exoneration m ay lead th e ra p is ts  to seek  to 
clarify w ith fam ilies how far they  are  holding an  individual to b lam e in 
a  given c ircum stance . One ta sk  for a  co-w orker m ight be to no te  all 
potentially  blam ing a ttrib u tio n s  an d  to p rom pt the  m ain  th e ra p is t to 
a sk  for clarification, so th a t the  level of blam e can  be determ ined. If it 
becam e clear the  p a re n t w as using  a ttr ib u tio n s  th a t  b lam ed the  child.
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it m ight be helpful to adopt questions to de-stabilise th is  belief w hilst 
clearly exonerating the  paren ts.
The operational definitions developed could also provide a  way of 
identifying s ta tem en ts  in  the  th e ra p is t’s repertoire th a t  could be 
potentially  taken  a s  b lam ing family m em bers. One a u d it project m ight 
be to m onitor the  levels of b lam ing and  exonerating a ttrib u tio n s  m ade 
by th e ra p is ts  in p re-session  m eetings, or in  in terventions, an d  u se  
these  to develop guidelines for th e rap is ts  abou t how to co n stru c t 
a lternative exonerating explanations.
4.3 Conclusion
This resea rch  would suggest th a t  th e ra p is ts  an d  researchers alike m ay 
need to hone the ir sensitivity to issu es  of blam e and  exoneration. For 
researchers, a  focus on blam e an d  exoneration m ay be a  way forw ard 
to u n d ers tan d in g  an  im portan t factor th a t m ay con tribu te  to 
p rem atu re  term ination  of trea tm en t. For clinicians, it m ay be only by 
developing a  sensitivity to the  different w ays in w hich blam e m ay be 
invoked in conversation, th a t they  can  jo in  w ith fam ilies in the  
construction  of a lternative explanations of the  difficulties th a t do n o t 
seek to a ttr ib u te  blam e, and  th a t  open u p  the  possibility of th e rap eu tic  
progress.
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